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QUESTIONNAIRE on the position of the State- 
enrolled assistant nurse in the National Health 
Service was sent out, earlier this year, by the 
Standing Nursing Advisory Committee of the 
Ministry of Health, to organizations and associations 
particularly concerned. The questionnaire listed 12 branches 
of work within the National Health Service and asked, 
categorically, ‘‘Is there a place for the enrolled assistant 
burse in each of the fields of nursing specified: i.e. general 
pursing, chronic sick nursing, fever nursing, tuberculosis 
nursing, sick children’s nursing, maternity nursing, geriatric 
nursing, mental nursing, mental deficiency nursing, con- 
valescent homes, home nursing and public health work?” It 
also asked what type of nursing was considered proper to 
this’ grade in each field and what proportion of the total 
nursing work that would represent, 

The position of the State-enrolled assistant nurse is, 
of course, a national problem and an extremely important 
One at the present stage in the progress of the health service. 
But the questions raised affect, particularly, those who 
are already State-enrolled assistant nurses, in view of the 
widening opportunities for them; the assistant nurses of 
the future—of whom the nation needs many more; and 
thirdly the State-registered nurses—for the work of the two 
groups is beco ning more and more integrated. 

The State-enrolled assistant nurses, through their 
professional association, were able to consider this Ministry 
questionnaire. The National Association of State Enrolled 
Assistant Nurses, which was formed in 1943 and is affiliated 
to the Royal College of Nursing, discussed the questions 
posed at a meeting of its Council, and subsequently sent 
to each of the branches of the Association throughout the 
country a copy of the questionnaire. This enabled all 
members to coasider and express their views on a document 
of particular importance to them. Subsequently special 
meetings were called and an all-day conference held in 
London, and the Association sent its reply in the form of a 
Memorandum entitled The Position of the State Enrolled 
Assistant Nurse in the National Health Service.* 

The Association’s reply to the question asking if there 
was a place for the State-enrolled assistant nurse in each 
of the 12 types of work listed was a definite “ yes’, with 
Comments enlarging upon each particular subject, criticizing 

ent arrangements in some instances—for example, the 

try’s recent memorandum recommending the increased 
mcruitment of nursing assistants in mental hospitals; and, 
i others, making suggestions, such as the value of further 
Waiming for the assistant nurse undertaking home nursing. 
the inquiry as to the type of nursing and proportion of 
total nursing work in the above fields which the assistant 
Burse should undertake, the Association’s reply states: ‘‘ This 
would be likely to vary with individual localities, types of 
hospital and field of work as well as total staff available. 
It is considered that, broadly speaking, approximately 
* Leaflet obtainable from the Secretary, The National A sso-iation of 
Assistant Nurses, 32, Fitzroy Square, London, W.1, 
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75 per cent. of the total nursing work might be undertaken 
by the S.E.A.N.” 

The Ministry’s questionnaire went on to pose questions 
on the following points: the training of assistant nurses for 
admission to the Roll; the conditions for qualification; the 
content of training and assessment of candidates; and 
asked for any objections, in principle, to the provision of 
part-time training (Question 2). Question 3 asks—Is the 
word ‘ assistant’ in the title of the enrolled assistant nurse 
considered a deterrent to recruitment and if so what 
alternative title is suggested? Question 4: Does the 
subordination of the State-enrolled assistant nurse to the 
student nurses in the second or third year of training lead 
to difficulties ? Question 5: Should a period of service in a 
special field of nursing, e.g. chronic sick nursing, tuberculosis 
nursing, merit promotion to a more senior post in that 
field ? Question 6: Should enrolled assistant nurses have 
greater facilities to qualify for State-registration ? Ques- 
tion 7: Any further remarks. 

In the memorandum in which replies are given to these 
questions, the Association refers to its policy recommended 
to the Minister in 1947, that there should be a “‘ common 
portal of entry” for the whole nursing profession, but, 
meanwhile, puts forward several points of importance with 
regard to the training of pupil assistant nurses, emphasizing 
the need for careful selection of candidates (the present 
wastage of pupils being estimated at 40 per cent.) and the 
importance of differentiating—to the benefit of the pupil 
assistant nurse—between the pupil and orderlies employed 
in some hospitals on nursing duties. 

The Association considers that the word ‘ assistant ’ in 
the title is definitely a deterrent.to recruitment and that it 
gives an incorrect impression for, they claim, “ they do not 
assist—they nurse ”’, 

The Royal College of Nursing, on receiving the same 
questionnaire from the Ministry, set up a working party to 
study the whole problem, and, in the meantime, the Sister 
Tutor Section of the College had been discussing the tiaining 
of pupil assistant nurses and had prepared a memorandum 
on this. 

The College memorandumf also answers “ Yes” to 
the first question as to a place for the State-enrolled 
assistant nurse in each of the 12 tvpes of work within the 
National Health Service mentioned; qualifying this in 
each instance, and also by a preliminary statement of the 
general principles involved as stated in the 1942 Nursing 
Reconstruction Committee’s Report (Section 1). The 
College memorandum repeats that the assistant nurse shou'd 
“become one of the most stable elements in a national 
nursing service and an integral part of the profession. Though 
the range of nursing care given by the assistant nurse is 
more restricted than that of the State-registered nurse, her 
standard of work should be no less high, so that, working 
under trained supervision, she should fill a useful role in 
many fields of nursing.”’ 

With regard to training, both the Royal College of 
t Sent to Branch Secretaries from the Royal College of Nursing. 
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Nursing and the Association consider that the assessment numbers if that service is to maintain the standard expected 
now taken after only one year of preparation is not satis- in Great Britain, indicates that the time has now come whep 
factory; both are also agreed that there would be an_ careful consideration should be given to the title of the 
advantage if length of-service in a special field could be State-enrolled assistant nurse and the possibility of celeti 

recognized, though facilities for going on to qualify for the word ‘assistant ’ so that the ‘State-enrolled nurse’ may 


State-registration are, they feel, reasonable. 

The Council of the Royal College of Nursing, and the 
Sister Tutor Section in their memorandum, have also 
advocated that the essential position of assistant nurses in 
the national nursing service, and the need for increasing their 


Guest from Canada— 


Miss Dorotuy M. Percy, chief supervisor of nurses, 
Civil Service Health Division, Department of National 
Health and Welfare, Ottawa, Canada, was the guest of 
honour at an informal gathering arranged by the Royal 
College of Nursing and the Nursing Times in the Cowdray 
Hall on December 1. Miss Percy has recently concluded a 
four months’ tour arranged through the World Health 
Organization, during which she has visited Scandinavia, 
Holland, Geneva and various parts of this country. 
Mrs. Woodman, M.B.E., Chairman of the College Council, 
with Miss M. L. Wenger, Editor, Nursing Times, received 
the guests, among whom were Sir John Charles, Dame 
Enid Russell-Smith, Dr. F. Murchie, Mr. F. I. Smith, Dr. A. 
Massey, Dr. T. Bedford, Mr. T. E. A. Stowell, and many 
leading nurses. 


—‘Islands of Integration’ 


DESCRIBING SOME IMPRESSIONS of her tour, Miss Percy 
spoke warmly of the kindness and generosity with which 


she had everywhere been received; this, she said, had made - 


her “‘ very conscious of the strong bond that is nursing— 
that‘is the International Council of Nurses’’. She had 
been impressed, toc, by the vitality and toughness of nursing 


. 


Miss D. M. Percy, from Canada, was the guest of 
honour at an informal party given last week by the 
Royal College of Nursing and the ‘Nursing Times’. 
Above: Miss Percy addressing the guests in the Cowdray 
Hall with, seated on either side, Miss F. G. Goodall, 
Mrs. A. A. Woodman and Miss M. L. Wenger. 
Right: Miss D. M. Percy (second from left) with, left 
to right, Sir John Charles, Dr. A. Massey, Dr. R. R. 
Trail, Mrs. A. A. Woodman, and Dr. J]. A. Scott. 


be recognized as an integral part of the professiona! team. 
This recommendaticn is now being discussed by the Branches 
of the College and it is hoped that, with the interests of the 
national nursing service before them, members will give 
careful study to this important matter as a whole. 


and had found wherever she went 
deep concern about the quality of 
nursing. In her own strenuous pro- 
gramme she had asked for a great 
deal, since her trip was planned as a 
step to precede the new post she expects to take up on her 
return to Canada—that of Consultant in Nursing in the 
Department of National Health and Welfare. This she 
described as a ‘ bridge building ’ task—between the Federal 
Department, the nursing associations of the various Provinces 
of Canada and the Canadian Nurses’ Association. Miss 
Percy also spoke briefly of the work on which she had been 
engaged for the past six years in the Civil Service Health 
Division, the aim of which is to conserve and improve the 
health of the 140,000 civil servants of the Federal Govern- 
ment in Canada, 30,000 of whom are in Ottawa. Concluding 
her interesting talk with a message of greetings on behalf of 
the President of the Canadian Nurses’ Association, Miss 
Percy quoted a phrase used by Dr. Brock Chisholm, in 
Ottawa, after relinquishing his post as Director-General of 
WHO. He had described the work of WHO as creating 
“islands of integration ’’ in various parts of the world, and 
this, Miss Percy suggested, was also true of nursing. Miss 
M. G. Lawson, O.B.E., Deputy Chief Nursing Officer, Ministry 
of Health, spoke briefly about the part which the Nursing 
Division played in this country. Miss F. E. R. Jewett, an 
occupational health rfurse who last year visited the Civil 
Service Health Division in Ottawa, voiced the thanks of the 
guests to Miss Percy for her delightful and informative talk. 


Queen’s Nurses Presentations— 


QUEEN ELIZABETH THE QUEEN MOTHER presented long 
service badges to Queen’s nurses in the Queen Anne Room 
at St. James’s Palace on Thursday afternoon, December 1. 
This was the first occasion attended by Her Majesty since 
becoming patron of the Queen’s Institute of District Nursing. 
The ceremony was attended by members of the Council of 
the Queen’s Institute, of Queen Mary’s Committee and of 
the Panel of Examiners for the Queen’s Roll Examination. 
Her Majesty was received by H.R.H. Princess Alice, Countess 
of Athlone and the Earl of Athlone, President of the Institute, 
with the Lord Aberdare, C.B.E., the Dowager Lady Rayleigh, 
O.B.E., Chairman and Vice-chairman of the Council, and 
Mr. A. H. M. Wedderburn, Chairman of the General Execu- 
tive Committee. Welcoming Her Majesty before calling 
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Right: 
to Miss 


general Of 4 
received @ badge for long service, is seen centre. 


Below:  asualty Department’, one of the pictures at the ‘Art in Medicine’ 
of Miss Anna Zinkeisen's work, and below right: Lord Webb- 

ohnson and the artist look at her painting of ‘ The Cadets’, the original 
of the posicr used in the St. John Ambulance Brigade recruitment campaign. 


Exhibilo” 


upon her to present the badges, the 
Earl of Athlone said that 108 out of the 
139 Queen’s nurses who were eligible 
this year to receive them were present. 
that afternoon and the list included all 
who had qualified by their 21 years’ 
service in Coronation year. Among 
them was Miss E. J. Merry, General 
Superintendent, whose admirable work 
and high example they were delighted 
to honour, also two nurses who had 
served in the Island of Guernsey through- 
out the German occupation, and the 
County Superintendent of Devonshire who had taken part in 
the relief work following last year’s disastrous floods at 
Lynmouth. (See also page 1281 for list of names.) 


—Long Service Badges 


SPEAKING AFTER THE PRESENTATIONS, the Queen Mother 
recalled that in 1901, when Queen Alexandra had followed 
Queen Victoria as Patron of the Institute, and again in 1926 
when Queen Mary became Patron, each of them had, as 
their first act, performed a like ceremony. But whereas in 
1901 the number of Queen’s nurses on the roll had been 800 
and by 1926 had risen to 2,502, the total today, including 
those working at home and overseas, was 5,393. Her 
Majesty went on to speak with appreciation of the improved 
conditions for nurses, while referring to the arduous work 
that is still called for in the poorer parts of the country and 
in poorer homes. This was, however, part of the building 
up of a healthy nation—a great work in which she wished 
them all continued success. Following the presentations, 
Lord Aberdare thanked the Queen Mother, saying how 
delighted they were to have her as Patron of the Institute. 
Tea was served in another room of the Palace, after which 
Her Majesty stayed for some time chatting to the nurses. 


Art in Medicine 


A DELIGHTFUL EXHIBITION Of Anna Zinkeisen’s medical 
art, in aid of the St. John Ambulance Brigade, is to be seen 
at Parson’s Gallery, 70, Grosvenor Street, London, W. Not 
only are there medical specimens executed with meticulous 
draughtsmanship and exquisite finish, but there aie also 
paintings and sketches which capture unerringly the drama 
of medicine. Lord Webb-Johnson, who opened the exhibi- 


Uueen Elizabeth the Queen Mother presents the long service badg 

Rianche Downing, superintendent, Hampstead District Nursing 
Association, at St. James's Palace on December 1; Miss E. J. Merry, 
perintendent, Queen's Institute of District Nursing, who also 


tion, said that although medical photography had 
made great strides, it could never compete with 
competent medical art be- 
cause photography could 
not discriminate, while the 
medical artist could bring 
out the essentials—this was 
invaluable for teaching pur- 
purposes. There must be 
close co-operation between 
the medical man and the 
artist; that this is achieved 
by Miss Zinkeisen is borne 
out by her medical sketches 
neatly labelled ‘drawn for 
Mr. * followed by the 
name of many a famous 
surgeon. An interesting item 
is the series of culture plates, 
drawn for Sir Alexander 
Fleming, to illustrate the 
testing of penicillin; it is re- 
markable how realistic the various stages of the cultures appear. 
That Miss Zinkeisen is an artist as well as a dranghtsman is 
amply proved by her sketches of air-raid casualties admitted to 
the first aid post at St. Mary’s Hospital, Paddington. In 
these, a3 in the sketches of Canvey Island flood victims, she 
has contrived to depict most movingly the actual state of 
mind of the victims—terror, desclation, unconsciousness— 
or death. Miss Zinkeisen is an Area President of St. John 
and in this capacity she has been able to capture for posterity, 
infinitely more vividly than by the printed word, the work 
of St. John for casualties and victims in national disasters. 
The exhibition is open until December 18; Mondays-Fridays, 


10 a.m.-5 p.m.; entrance and catalogue free; collecting 
boxes are supplied for contributions. 
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Recent Advances in Anaesthesia 


by R: H. BLAZEBY, M.R.CS., L.R.C.P., D.A., F.F.A.R.CS. 
Consultant Anaesthetist to Canterbury and Isle of Thanet Group of Hospitals. 


HERE are few departments in medicine in which 
greater advance has been made in recent years than 
in anaesthesia. Many great lay thinkers and writers 
have pronounced the discovery of anaesthesia, little 
over one hundred years old, to be one of the greatest hboons 
humanity has ever had. Few would disagree. Modern 
warfare is bad enough, but without anaesthesia would pass 


» One’s imagination in horror. Yet today an optimistic survey 


would probably put only one in fifty human beings as being 
within an efficient, let alone skilled, anaesthetic coverage. 

' Great Britain leads the world in this sense. No one in 
this country should go without the services and knowledge 
of a skilled anaesthetist if occasion arises. Highly experienced 
anaesthetists from this country are today teaching in many 
parts of the world. Their task is not easy as prejudice and 
tradition and the low status of the specialty in many 
countries are difficult to eradicate. In the United States 
there is a very high standard in such populated centres as 
New York, Chicago, Boston and in Wisconsin, but in vast 
areas the standard falls well below the remotest area in 
Great Britain. The same applies largely in Canada and 
other Dominions and Colonies. In Europe, again, the 
hospitals of Madrid, Paris, Rome, etc. have accepted 
authorities on anaesthesia on their staff, but primitive 
methods and unqualified anaesthetists abound in rural areas. 
In Asia, the Middle East, and much of the rest of the world, 
efficient anaesthetic services are almost absent. 

It is an important fact that the standard of anaesthesia 
leads the standard of surgery, and much of the surgical 
progress in the past 10 years has been made possible by 
advances in anaesthesia. 

It has been largely during and since the war that there 
have been full-time professional anaesthetists in areas other 
than the great centres in Great Britain. The Health Service 
has been largely responsible for this. One must mention 
Viscount Nuffield who, before the war, generously endowed 
and created the first chair of anaesthetics at Oxford, in 
charge of Professor Mackintosh. Much recent advance has 
originated here. Today, in addition to the London hospitals, 
there are renowned anaesthetic departments at Bristol, 
Cardiff, Edinburgh, Liverpool and other provincial centres. 

A tribute must be paid to the anaesthetists who, before 
the war carried on their work with general practice, using 
very limited drugs and apparatus and reaching a high degree 
of skill with their limited time and facilities. 

The formation of the Association of Anaesthetists in 
1932 and the Faculty of Anaesthetists at the Royal College 
of Surgeons in 1946, has done much to raise the standard of 
training and status. The increasing co-operation in research 
of the physiological, physical and pharmacological and other 
departments of medicine with the anaesthetists is causing 
an ever-increasing flow of new work and new agents. 


The Background 


I shall try to indicate the changes that have taken 
place in the past few years, and while mentioning other 
methods I shall concentrate, in the main, on general 
anaesthesia. 

It is necessary to form some background against which 
to review the present situation. Twenty years ago we had 
chloroform, ether and ethyl chloride as the mainstay of 
anaesthetic work; chloroform and ether, usually in the 
preporiions chloroform 2, ether 3, by volume, were given to 
induce an: esih«sia by dropping the mixture on to an open 
mask, and anaesthesia was maintained by open ether. 


* Abstract of a lecture given to the Isle of Thanet Branch of 
the Royal College of Nursing. 


There were, in the bigger hospitals, a few nitrous oxide and 
oxygen machines available, and then the sequence nitrous 
oxide’ and oxygen was used. Stovaine was usually used for 
spinal anaesthesia, and Procaine was used for local analgesia. 
In the succeeding 10 years many new drugs became 
available and equipment and techniques improved. 
Cyclopropane came into clinical use in 1935, and with 
it the absorption or closed circuit principle. This involves 
the elimination of carbon dioxide from the patient’s expired 
air by passage through soda lime, so that the anaesthetic 
gases may be re-inhaled by the patient. Oxygen is added 
to supply the basic needs of the patient, and, theoretically, 
once induction and the requisite depth of anaesthesia have 
been achieved, the same gaseous anaesthetic can be used 
again and again. In practice leaks occur and small quantities 
have to be added from time to time. The advantages of a 
closed circuit are: (i) respiratory heat and water vapour loss 
are diminished; (ii) respiration is quieter and more natural; 
(iii) there is greater economy. It is this last which links 
cyclopropane with the ae | circuit as the cost would be 
prohibitive if the gas were not re-used by the patient. 
Cyclopropane is an excellent anaesthetic. It is non-irritant, 
smooth in action, gives a quiet respiration, and as it is 
administered with high oxygen concentrations it is very 
useful for sick patients and thoracic operations. Cyclo- 
propane, however, like ether, has fallen behind, not only 
because less toxic agents can now be used, but also because 
of its explosive properties. The common use of diathermy 
and cautery has precluded the use of explosive mixtures. 


Barbiturates, Trilene and Curare 


In 1933 Evipan, the first of the short-acting barbiturates, 
was introduced, shortly followed by Pentothal which remains 
today as the chief intravenous anaesthetic. These drugs 
were tried for full-scale anaesthetics, but it was not long 
before their limitations were recognized, and with the coming 
of improved techniques Pentothal has been relegated to use 
as an agent for induction, where it is invaluable. Induction 
is quiet and passive; disarmingly so. There can be profound 
circulatory and respiratory depression, and in shocked and 
ill patients the dosage must be minimal. At Pearl Harbour 
there were disastrous results attributable to Pentothal due 
to its indiscriminate use in shocked patients'. 

In 1941; Trilene, or trichlorethylene, was first used, and 
as with most drugs it was tried for everything. It soon 
became clear that if used to obtain more than a minimal 
depth of anaesthesia, tachypnoea of severe and embarrassing 
degree and bradycardia with cardiac arrhythmias occurred. 
In minimal quantities it is an excellent light anaesthetic, 
with powerful analgesic action, and it will undoubtedly 
find a great place in midwifery in the future. 

In the late 1930’s and early 1940’s, surgery was striving 
to move forward, but long operations and those requiring 
considerable relaxation were all hampered by the fact that 
large doses of toxic drugs had to be used to achieve success, 
and thus were accompanied by a high morbidity, if not 
mortality rate. During this period spinals, including spinals 
for chest work and all variety of nerve blocks, were being 
developed, and then curare, the first of the drugs which 
revolutionized general anaesthesia, entered the scene. It is 
interesting to note that curare was described by Sir Walter 
Raleigh to Queen Elizabeth I on his return to England from 
the Orinoco river in 1584*. Claude Bernard, the great French 
physiologist, in 1864 described its action on the myoneura: 
junction. Yet 90 years elapsed before it was clinically used. 
Curare was first used as a muscle relaxant by Gray in thie 
country in 1945*. Following this its use spread tentatively 
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and then with its successors stayed to form the corner- 
stone of modern anaesthesia. 

I have explained that in order to produce relaxation, 
which is essential to all but the most minor surgery, varying 
doses of toxic drugs had previously to be given, toxic to 
the heart, liver, kidneys, etc. The relaxants were capable 
of producing absolute paralysis of the body without 
anaesthesia at all, so the goal had been reached and 
was developed in the form of balanced anaesthesia. It is 
now only necessary to administer sufficient general anaes- 
thesia, which may be small doses of ether or cyclopropane, 
or the innocuous nitrous oxide, to produce narcosis, and if 
using the latter a little Trilene or Pethidine to reinforce the 
analgesia, and then the required dose of muscle relaxant 
to produce the relaxation required. 


Non-Toxic Relaxants 


The relaxants act on the myoneural junction. Within 
the main group there are two sub-groups whose pharmaco- 
logical mode of action is different, but the clinical effect of 
their action at the myoneural junction is the same. All are 
non-toxic in normal dosage. The length of action of the 
drugs varies, and consequently a specific drug can be chosen 
for a specific purpose. An example of a long-acting relaxant 
is d-tubocurarine, dosage 5-15 mg.; medium-acting Flaxedil, 
dosage 80-120 mg.; short-acting Scoline, or succinyl choline 
chloride, dosage 50-100 mg. 

I must touch upon other fields which have been 
developed and which, because of special circumstances, 
require special techniques, but you should realize that it is 
balanced anaesthesia which is the underlying principle of 
most of them. Thus the anaesthetist today breaks an 
anaesthetic into its component” parts, narcosis, analgesia 
and relaxation, and may give multiple drugs for each section 
of the triumvirate, so blending them as to produce a smooth 
and, as far as possible, non-toxic highly oxygenated anaes- 
thetic sequence giving every facility for the surgeon’s work. 
A recent article in the British Journal of Anaesthesia‘ 
describes a nitrous oxide curare anaesthetic technique in 
which the patient, at the end of a partial gastrectomy, 
gets up from the operating table and with assistance walks 
back to the ward. This may seem somewhat heroic, but 
there is little doubt that modern anaesthesia, in addition to 
advancing surgery, has, through early movement and 
ambulation, reduced enormously post-operative atelectases, 
embolism, ileus, and general retardation of convalescence. 
It is, I think, true to say that the number of patients who 
cannot have an operation because of their physical condition 
is infinitesimal. If a successful surgical outcome can be 
expected then the anaesthetist can usually manage, regardless 
of age and general condition. 


Controlled Respiration 


_ When relaxants have been given in sufficient doses the 
respiration is paralysed by peripheral action. The anaesthetist 
breathes for the patient, inflating his lungs by squeezing the 
re-breathing bag, preferably with a carbon dioxide absorber 
in the circuit to prevent accumulation of carbon dioxide. 
Incidentally, endotracheal anaesthesia is used much more 
frequently than in the past because inflation is then assured 
into the trachea, whereas with a face-piece the stomach 
may be inflated with the gases. Machines, known as 
‘ pneumoflaters ’ have been designed to do this automatically, 
and have the advantage of leaving the anaesthetist’s hands 
free, but as the feel of the bag is important, manual com- 
pression is more satisfactory. In using this technique it is 
found that the dosage of narcotics, analgesics and relaxants 
can be reduced, and the removal of carbon dioxide by the 
soda-lime circuit of itself decreases the stimulus to normal 
respiration. The technique is of enormous value in upper 
abdominal and thoracic surgery, producing quiet respiration, 
not impeding the surgeon’s work, and, incidentally, relieving 
the sick patient of the effort of breathing. 

Controlled respiration is essential in thoracic anaesthesia. 
When: the chest is open the normal negative pressure is 
converted into atmospheric pressure, and the exposed lung 
collapses. The mediastinum moves to the sound side, 
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tending to collapse the sound lung. Furthermore, when 
expiration takes place, part of the air from the sound lung 
goes into the collapsed lung and the sound lung becomes 
embarrassed by the vitiated air it contains. Controlled 
respiration conducted through a cuffed endotracheal tube 
will overcome these difficulties; the filling of both lungs 
is then under the anaesthetist’s control. This is satisfactory 
for such operations as oesophagectomy, trans-thoracic 
gastrectomy and thoraco-lumbar sympathectomy. For other 
chest work other problems arise. 

In lobectomy, for tuberculosis or bronchiectasis, the 
affected lobe has to be separated from the rest of the lungs, 
otherwise infection would readily spread to the other lobes. 
A ballooned suction catheter or blocker is passed by broncho- 
scopic vision into the bronchus of the affected lobe so that 
this lobe may be drained until removal. Anaesthesia is 
maintained to the remaining lobes through a normal cuffed 
endotracheal tube. 

For pneumonectomy the sound lung is intubaged through 
a bronchoscope with a cuffed endobronchial tube, and one 
lung anaesthesia is maintained through it. 


In Cardiac Surgery 


Many cardiac surgery patients are cyanosed and breath- 
less, with uncompensated hearts. Avoidance of anoxia is 
essential. The use of cyclopropane or ether with high oxygen 
flow and controlled respiration may be called for, and the 
surgeon must forgo his diathermy. Irregularity of the heart 
due to manipulation is often caused, and this may go onto 
ventricular fibrillation and cardiac standstill. Electric 
de-fibrillators are sometimes used to treat this condition 
when it arises, but a procaine drip tends to prevent it and 
0.6% procaine is arranged to deliver 500-1,000 mg. per hour 
in adults. 


Hypotensives 


For years the achievement of a bloodless operating 
field has been sought. The advantages are (i) a clear approach 
to the operating field which is sometimes vital to the 
surgeon’s success, and (ii) conservation of the patient’s 
blood. The use of tourniquets in orthopaedics and vaso- 
constrictors in ear, nose and throat surgery are examples. 

More recent general examples are: 

(i) Total spinal block. The sympathetic system is paralysed 
and the blood pressure falls. The local blood pressure 
depends in part upon the patient’s position; if the operation 
site is elevated to the highest part the field will be relatively 
bloodless. 

(ii) Arteriotomy. Blood is removed, 500-750 cc., through 
an arterial cannula and the blood pressure falls to around 
70 mm. mercury, systolic. The blood is stored in a heparin 
solution and returned arterially when the operation is 
concluded. 

(iii) Blocking of autonomic ganglia. This is achieved by the 
intravenous injection of drugs which cause loss of vasomotor 
tone. The operation site is then made the least dependent 
part and a bloodless field results. Hexamethonium, bromide 
or iodide are commonly used and the aim is to maintain a 
blood pressure of between 60 and 70 mm. mercury, systolic. 

Sudden death can occur through coronary insufficiency. 
Embolism. and thrombosis may occur in the brain; hemi- 
plegia and blindness have occurred. The method undoubtedly 
carries a high mortality and morbidity rate and should not 


now be used unless a life-saving operation cannot be done. 
without it, as in certain intracranial operations. 


Resuscitative measures are now in the hands of the 
anaesthetist, and improved methods of blood grouping and 
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knowledge of the role of the Rhesus factor have vastly 
improved transfusion successes. Some recent developments 
are noteworthy. 

(i) Dextran, a polysaccharide produced by the effects 
of an enzyme upon sucrose, is used for intravenous infusion. 
The large molecule maintains the osmotic tension of the blood 
and the solution stays in the vessels for a considerable time 
instead of being diffused into the tissues. 

(ii) Intra-arterial transfusion. Blood is infused into 
an artery, for example a radial artery, at a pressure of 
150-200 mm. of mercury. The aortic valves close and blood 
is forced into the coronary arteries. This method is reserved 
for cases in which intravenous transfusion has failed, but 
has saved many moribund patients. 


Regional Anaesthesia 


There have been few changes in techniques of regional 
anaesthesia; there are spinal, epidural and paravertebral 
blocks, e1c., but a new drug is available, Xylocaine, which 
gives a longer acting and less. toxic action than its forbears. 
There is little call today for regional methods. 

Hyalase, or hyaluronidase, 1 mg. in 1 cc. sterile water, 
reduces the viscosity of the tissue spaces and so allows 
injected fluid, including local anaesthetics, to diffuse readily 
into the tissue spaces. 


The Future 


Electrical Anaesthesia. The passage of a controlled 
current through terminals placed upon the patient's head 
is used today to produce electro-narcosis. So far, electrical 
anaesthesia has not been successful, but more may be heard 
of this in the future. 

Hypothermic Anaesthesia. This is the creation of a 
state of hibernation when the metabolism is.lowered to a 
minimal point and the oxygen requirements are almost 
negligible. The state compares with the mountaineer asleep 
in the snow, who, if rescued in time, can survive. The usual 
induction and controlled respiration is undertaken and blood 
is withdrawn from an artery, cooled, and returned to another 
artery. When the temperature of the body falls to a 
predetermined point the need for anaesthesia ceases, and 
ogygen is given by the controlled method. It is then possible 
to isolate the heart from the circulation for several minutes 
for the necessary operative procedures to be performed upon 
it, and when these are concluded the blood is re-heated until 
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the patient’s temperature returns to normal, the anaesthetic 
being re-started. 

Today it is possible to perform operations that were 
unbelievable 10 years ago on aged and sick patients who 
would almost certainly have died. Surgeons and anaesthetists 
still tend to be amazed at their own strength, but this should 
be no excuse for prolonging any operation unduly. Ajj 
modern methods require the utmost care and concentration 
on the part of the anaesthetist, and we must beware of 
substituting for the dangerous methods of the past the 
equally dangerous but more spectacular methods of the 
present, unless these methods are skilfully used. It must 
not be forgotten that the patient is the most important 
person in the theatre. Certain basic principles remain and 
always will. The patient must be as fit as possible when 
submitted to operation. The stomach must be empty before 
any general anaesthetic. The airway must at all times be 
kept clear. 


Nursing Assistance 


With the increasing use of multiple drugs, infusions 
and transfusions and complicated apparatus, the anaesthetist’s 
one pair of hands are overstrained, and the joke of the 
anaesthetist sleeping at the head of the table is over. He 
requires nearly as much help as does the surgeon, and the 
increasing provision of trained nursing assistance is invaluable 
to him, the surgeon and the patient. Some hospitals with 
large theatre suites have an anaesthetic sister with her own 
staff working under the theatre sister herself. 

There is much I have not mentioned, including pre- 
operative care and post-operative care, and these are as 
essential today as they ever were. 

Almost all anaesthetic tragedies occur through neglect 
of basic principles. There is no mystery about anaesthesia. 
It is an exact science, and the art of anaesthesia is to apply 
this science for the benefit of mankind. The anaesthetist 
is no longer a Cinderella, but a co-partner in the surgical 
team. 


1 Hewer, H. L., Recent Advances in Anaesthesia, p. 282, quoting 
Halford, F., Anaesthesiology, January 1943, page 67. 

* Hewer, H. L., Recent Advances in Anaesthesia, page 166, quoting 
Kalegh, Sir Walter, Hakluyt’s Voyages I I I, page 649. 

®* Gray, T. C., and Halton, SS Proceedings of the Royal Society of 
Medicine (Anaesthetics Section), March 1, 1946. 

* Ruben, H., British Journal of Anaesthesia, July 1953, page 237. 


Poliomyelitis with Eosinophilic Granuloma of Bone 


by WINIFRED BOWYER, S.R.N., R.S.C.N., Ward Sister, 
Queen Mary’s Hospital, Carshalton. 


May 9, 1952. His previous history was as follows. On 

March 3 of the same year in Malayahe had started a febrile 
illness. He was admitted to the General Hospital, Penang, 
on March 21. On admission the child was very irritable and 
disliked being touched. There was some neck rigidity, and 
paralysis of both legs, abdominals, and both arms. The child 
was treated with rest and splinting of both legs; after the 
first week, passive movements, and after three weeks active 
movements and m e were encouraged. He was dis- 
charged on April 29, en route ior England. 

On admission to Carshalton he had flaccid paralysis of 
both lower limbs; paresis of both upper limbs, back of neck 
and abdominals; tightness of neck, back, trapezii; tensor 
fasciae femoris of thighs, hamstrings and calves; gross varus 
deformity of left foot, and sores on both heels. Examination 
of the central nervous system showed no abnormality of the 
cranial nerves; reflexes were not elicited; plantar reflexes 
were absent. Other systems showed no abnormalities. 

On May 10 plaster back slabs were removed and pressure 


A boy aged 15 months was admitted with poliomyelitis on 


areas treated two-hourly. The child was nursed flat with his 
feet against a footboard, as much as varus deformity would 
allow, to give standing reflex. Hot packs were applied two- 
hourly to his back, neck, trapezii, thighs, calves and left foot. 
A skin rash was treated with ung. hyd. ammon. dil., and 
healed quickly. 

Two days later physiotherapy was commenced, con- 
sisting of hot and cold sprays to improve circulation and 
maintain the skin in good condition, warm baths and 
passive movements. 

By August 29 there was very slight improvement of 
muscle power and tightness. Hot packs were continued to 
his right thigh, left calf and foot, and neck. By December 12 
there was no further improvement of muscle power. All 
tightness was improved; the hot packs were discontinued. 
The boy was sitting up in a special chair for half an hour 
daily. The condition of muscle power was unchanged by 
February 1, 1953. His left foot was to be manipulated, 
which must be done in warm weather owing to the child’s poor 
circulation. A course of Pernivit, one tablet twice daily, was 
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The X-vays of the skull taken on— 


—March 31 


begun, after which circulation gradually improved. 

On February 22 a soft swelling was noticed on the frontal 
area of his head. As the child’s arms were weak it was 
thought he had hit himself with a toy. Haematoma was 
queried. The swelling did not subside, and a month later 
the skull was X-rayed, revealing a circular bone defect, one 
inch in diameter on the left side of the frontal bone. 

Diagnosis. ? Osteomyelitis, ? Eosinophilic granuloma 
of bone. Probably one of the xanthomatoses. Child’s 
general condition good—no pyrexia, and he had not 
complained of any discomfort. 

On April 1 a white blood cell count showed 5,500 per 
c.mm; polymorphonuclear leucocytes 31 per cent.; mono- 
cytes 8 per cent.; lymphocytes 61 per cent. 

April 16. The child was transferred to Victoria Hospital, 
Chelsea, for deep X-ray therapy. On April 18 urine examina- 
tion showed no abnormalities. Blood Report. Haemoglobin 
94 per cent.; white blood cells 7,200 per c.mm., polymorpho- 
nuclear leucecytes 28 per cent., lymphocytes 57 per cent.; 
monocytes 12 per cent., eosinophils 3 per cent., platelets 
numerous. The red cells appeared regular in size and shape 
and were well haemoglobinized. 

April 20. Blood sedimentation rate: 12 mm. in one 
hour. X-ray of the chest, long bones, hands, feet, pelvis and 
spine showed no punched-out areas to indicate eosinophilic 
granuloma. 

April 271. W.R. Kahn: negative; serum total protein 
7.00 g. per 100 ml.; serum albumin 4.10 g. per 100 mL; 
serum globulin 2.9 g. per 100 ml.; blood urea 31 mg. per 100 
ml.; serum cholesterol 292 mg. per 100 ml. 


Biopsy and Radiotherapy 


May 1. Atropine gr. 1/100, and Nembutal, gr. 1, were 
given before a general anaesthetic for biopsy of swelling ; this 
produced” yellowish cheesy material. Report. ‘ Micro- 
scopical examination shows granulation tissue composed of 
capillary blood vessels, mononuclear histiocytic cells and 
numerous eosinophils. There are a few multinucleate giant 
cells. Silver impregnation reveals considerable — reticulin 
formation. Some of the histiocytes have- rathér ‘foamy ’ 

cytoplasm, but examination of frozen sections “shows only 
scanty sudanophil material in the cells. No birefrigent lipoid 
can be seen and the Schaltz reaction for cholesterol is 
negative. The appearances confirm the diagnosis of eosino- 
phil material in the cells. No birefrigent lipoid can be seen 
and the Schaltz reaction for cholesterol is negative. The 


appearances confirm the diagnosis of eosinophilic granuloma.’ 


— June 18 


—September 16 


May 18. The child was to have Nembutal, gr. 1, as 
required before treatment and the following day deep X-ray 
treatment to the left frontal] granuloma was commenced. 

May 29. Nembutal, gr. 3, as required, before treatment. 

June 1. Nembutal, gr. }, as required, before treatment. 

june 4. Deep X-ray treatment was completed. (1,500 
y skin dose given in two weeks). The swelling was definitely 
flatter. 

June 18. Nembutal, gr. 1, was given before X-ray. 
X-ray skull, long bones: ‘Compared with radiograph of 
31.3.53, the defect has become slightly smaller and its 
margins less indistinct. The appearances of the long bones 
remain unaltered.’ 

June 19. Nembutal, gr. 1, given before radiotherapy. 
A review by the radiotherapy department showed a satis- 
factory result. Further X-ray in three months was ordered. 

June 29. The child was transferred back to Queen 
Mary’s, Carshalton. 

July 17. Chloral, gr. 2}, and atropine gr. 1/100, were 
given before a general anaesthetic for elongation of tendon 
Achilles, manipulation and plaster. On return to the ward, 
the boy’s legs were kept elevated for 48 hours. He was very 
miserable and nepenthe m. iii, was given at 11.15 a.m. and 
10 p.m. The plaster was to remain in position for three to 
four weeks, when it was hoped to progress with walking 
re-education. 

By August the child was his usual, happy self, very 
interested in his toys and making good attempts at feeding 
himself. 


Nursing Care 


1. The child was nursed flat in bed on a firm Sorbo 
mattress with a footbcard. 

2. Two-hourly hot packs were applied until tightness 
was relieved as much as possible. 

3. Attention was paid to general myerne, mouth, 
bowels, bladder, and pressure areas. 


4. Feeding: a good, nourishing diet was given, with 


cod liver oil, orange juice and rose bip syrup. 

5. When the boy was allowed to sit up, a special chair 
with special backboard and adjustable foot board was used 
to maintain a correct sitting posture. 

Finally, the child is now kept occupied with nursery 
schoo! for which a nursery teacher is available, as this is a 
rare disease and progress will be slow. 

[I should like to thank Dr. C, Ww. Kesson for his help in pre- 
paring this case history.] 
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For Student Nurses 


PRELIMINARY PART I 
Elementary Anatomy and Physiology and Hygiene 


Question 2. What is an enzyme? Describe the part enzymes 
play in the digestion of food. 


An enzyme is a substance which acts as a catalyst, that 
is, it modifies or quickens a chemical action, without itself 
being changed. In order that an enzyme may achieve its 
maximum effect it requires a specific medium either acid or 
alkaline in which to work, and the action takes place at an 
optimum temperature. Those enzymes acting in the human 
bedy do so best at body temperature. 

The enzymes which are concerned with the digestion of 
food are secreted by glands found in definite areas of the 
alimentary tract. The digestion of food takes place in that 
part of the alimentary tract which extends from the mouth 
to the upper part of the small intestine. 

In the Mouth. Saliva which may be slightly acid or 
alkaline is secreted by three sets of glands, the ducts of which 
pour their secretion into the mouth. In this secretion is 
found ptyalin and this enzyme is responsible for changing 
cooked starch to maltose. As the bolus of food is swallowed 
the action of ptyalin continues until such time as it is stopped 
by the highly acid secretion of the stomach. 

In the Stomach. The glands of the gastric mucosa 
secrete an enzyme precursor, pepsinogen, and this is activated 
by coming in contact with hydrochloric acid which is also 
secreted in the stomach. It now becomes pepsin which begins 
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A Suggested Answer to a State Examination Question, 
by the Sister Tutor Section, Royal College of Nursing, 


the digestion of proteins, breaking them down into peptones, 

A second enzyme, rennin, acts upon the soluble protein 
of milk, caseinogen, changing it to insoluble casein. This 
change in milk prevents it passing too rapidly through the 
stomach and therefore gives time for pepsin to begin its 
action. 

In the Duodenum. Shortly after the chyme enters the 
duodenum the reaction is altered from highly acid to alkaline, 
This is brought about by the presence of bile in the duodenum 
and by the alkaline secretion of Brunner’s glands. 

The pancreatic secretion contains three enzymes: 

1. Amylase which reduces all starch to maltose. 

2. Lipase which acts upon fats, rendered more accessible by 
the action of bile, splitting them into fatty acids and 
glycerine. 

3. Trypsinogen which, when activated by enterokinase 
secreted in the duodenum, becomes the enzyme trypsin. 
This continues the digestion of protein converting peptones 
into polypeptides and amino acids. 

The succus entericus or intestinal juice, contains erepsin 
and by its enzymic action the digestion of protein is completed, 
the polypeptides being reduced to amino ecids. Maltose, 
sucrose, and lactose are converted into the simple sugars 
glucose, fructose, and galactose by the enzymes maltase, 
sucrase, and lactase. Thus food taken into the mouth in the 
form of protein, fat and carbohydrate is converted by the 
action of enzymes into amino acids, fatty acids, glycerine, 
and simple sugars in which form they can be readily absorbed. 
Water, mineral salts and vitamins are unaltered by the action 
of enzymes. 


National Council of Nurses Reception 


Leger opportunity was given last week to British nurses 
who had visited Brazil in July, of meeting again Sir 
Geoffrey Thompson, K.C.M.G., Her Majesty’s Ambassador 
to Brazil, and Lady Thompson, who had extended to 
them such gracious hospitality in Rio de Janeiro. The 
occasion was a reception given in their honour by the President 
and members of the National Council of Nurses of Great 
Britain and Northern Ireland, in the Nurses’ New Home, 
St. Mary’s Hospital, Paddington, through the courtesy of 
the Board of Governors and Miss K. G. Douglas, matron. 
The guests were received in the delightful reception room of 
the nurses’ home, gay ‘with chrysanthemums, by Miss L. G. 
Duff Grant, R.R.C., President of the National Council, 
with Miss Douglas and Mr. A. de Rothschild, chairman of 


the Board of Governors of St. Mary’s Hospital. Many 
members and friends of the National Council were present, 
also Dame Enid Russell-Smith and Mr. G. Milne, Ministry of 
Health; Mr. Edgar Lawley, deputy chairman of St. Mary’s 
Hospital Board of Governors, and Mrs. Lawley; Dr. and Mrs. 
M. Lloyd-Owen, Mr. and Mrs. Alan Powditch, Dame Katherine 
Watt, D.B.E., R.R.C., Miss E. Cockayne and Miss M. S. 
Cochrane, R.R.C. On view during the evening was a small 
replica of the Sword of State, which is being Sent as a gift 
to the Brazilian Graduate Nurses’ Association from the nurses 
of Great Britain in appreciation of the generous hospitality 
which was extended to them when they attended the tenth 
Quadrennial Congress of the International Council of Nurses 
held in Brazil earlier this year. 


Left: Lady Thompson with Mr. A. de Rothschild, D.L., Miss L. G. Duff 
Grant, R.R.C., Miss D. M. Smith, C.B.E., and Miss M. J. Marriott. 

Right: Sir Geoffrey Thompson, K.C.M.G. with Miss E. Cockayne 

Miss F. Rowe, who is holding the silver replica of the Sword of State presented to 


and 


the Brazilian Graduate Nurses’ Association. 
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Needs and Resources in the Nursing Profession’ 


II—THE PATTERN OF WARD LIFE 


by NORAH MACKENZIE, M.A.(Oxon.) 


EFORE we can consider the reconciliation of needs 

and resources in the pattern of ward life, it will be 

necessary to go back to one thought from the previous 

article. We saw, then, that the determining factor in 
meeting the needs of any situation through the use of our 
resources is the nature of the will behind the action or 
activity; and we saw, further, how essential it is that 
that ‘ will’ shall be a will for good. Resources of any kind, 
whether material or those within the individual himself, 
can be used in any direction. It is important that we should 
realize that ‘good will’ consists in asking and trying to 
answer these two questions: ‘‘ What ought I to do?” and 
“What ought to be done in this situation?” It is true 
that when we come to consider resources we have to ask 
two further questions: “‘ What can I do?” or “ What is 
it possible in these circumstances for me to do?” Mean- 
while we can confine ourselves to finding the answer to the 
question ‘““ What ought I to do?’ And the answer to this 
question will be found in the definition of duty, or, to break 
it down still further, of four duties, two towards ourselves 
and two towards others. 


First Duty of Individual 


The first duty of any human being towards himself is 
the release of his capacities, abilities and powers; the second 
duty of the human being with regard to himself is to realize 
that in the release of his capacities and powers lies happiness. 
And if you will forgive my saying so, it follows from this 
that there is such a thing as a duty to enjoy one’s work. 
There are, I think, two current phrases which illustrate this, 
namely, the use of the words ‘ frustration’ and ‘ the right 
to self-expression’. True frustration only springs from the 
sense, conscious or unconscious, of unused capacities. ‘ Self- 
expression ’ is a dangercus and misleading phrase which I 
do not intend to explore at the moment, but advise you 
to read for yourselves the admirable distinction made by 
Raymont! between self-realization and self-expression. The 
release of capacities and powers is a topic which can bear 
much thinking about—I would only remind you that they 
can be released both;in work and in leisure and that this 
release depends partly on having a clear idea of what our 
capacities and powers are; but, to put it quite simply, the 
individual can and should ask himself three questions: ‘“ Am 
I leading as full and rich a life as possible?” “If not, 
why not ?”’ and “‘ Why and with what am I dissatisfied ? ”’ 
If these questions are honestly asked and answered, it will 
frequently be found that the cause of the failure is within 
ourselves. If, on the other hand, the cause for the failure 
is, honestly, due to circumstances, then we are confronted with 
the question, not ‘‘ What ought I[ tc do?” but “ What 
~ I do?” And the answer to that we must leave till 

ter. 
But man has duties not only to himself but to others, 
and his first duty with regard to others is to be aware of 
their needs and to feel compassion for those with unsatisfied 
needs. Man’s duty to others goes beyond this and extends 
to the positive activity of promoting the well-being and 
happiness of others. And again a simple question can be 
asked: ‘‘ Am I making life easier or more difficult for others?"’ 
To the extent to which the honest answer can be given “ I 
am making life easier for them’, we are carrying out our 
duty to promote the well-being of others. To the extent 


' Modern Education, its Aims and Methods. 
* A series of articles based on lectures given at the Royal College of 
Nursing. 


to which we have honestly to say “‘ 1 am making life more 
difficult for other people ’’, we are failing in our duty to 
others. 

Here we are confronted with our first real problem: 
it is so easy to confuse the true well-being of others, namely, 
the use and release of their capacities, with our ideas of 
their well-being. I am often irresistibly 1eminded of that 
admirable cartoon in Punch of the howling child sitting, 
with the sun beating on his uncovered head, on a sandy 
beach, with no spade and bucket, uncomfortable and bored 
to tears, and the mother saying “I brought yer here to 
enjoy yerself and enjoy yerself yer shall”. Perhaps we 
could afford to give a little more consideration to the true 
well-being of others from ihe point of view of their needs, 
and not impose on them our own personal prejudices and 
pre-conceived ideas. This tendency is apt to reveal itself 
rather acutely sometimes in our relations with our colleagues. 
It is not really our business to re-form our colleagues, and 
it is not even our business to decide how they ought to be 
conducting their lives. Whether we say it or not, we are 
perhaps a little apt to be thinking, consciously or uncon- 
sciously, ‘‘ If Miss So-and-So would only be different, how 
much better I could do my work’’. The fact remains that 
our duty is to do our work and to promote Miss So-and-So’s 
well-being, not to reorganize her. ; 

If | may anticipate the title of a later article, we shall, 
I think, find there that the important thing is to do what 
we can to further the ends of others, not to further our own 
ends through them, and consistently, in our relationships 
with others, to have the attitude, for the time being, of 
‘‘ Let their ends be my ends’’. When we come to consider 
the patients and the student nurses in the ward, we have 
slightly to modify this principle of the well-being of others 
and take a direct measure of responsibility in theshaping 
of their ends. Both patients and students are handicapped 
by hindrances within themselves in the use of their capacities 
and powers: the patients through physical disability, the 
students through immaturity and inexperience. It is our 
duty in promoting their well-being to find out what these 
hindrances are and to assist in their removal; and it seems 
to me that this duty to promote the well-being of others will 
be affected in practice by our attitude both to student 
nurses and to the patients in this respect. When, therefore, 
we consider the student nurse, we do not rest content with 
how adequately she is carrying out some of her work or, 
on the other hand, how little she seems to know, but should 
equally be concerned with what is interfering with her 
doing what she ought to be doing. Then we can set ourselves 
to remove the hindrance and the obstacles within the student 
herself, and free her to carry out her duty by releasing her 
capacities and finding joy in so doing. The same question 
can be asked in a different way with regard to the patient 
who is not progressing towards recovery as she should, 
namely, ‘‘ What is it that is hindering the progress of this 
patient ?’’ Once again we can set ourselves to remove the 
obstacles. 


Imperatives of Skill 


When we pass from ‘“‘ What ought I to do in this 
situation ?”’ to ‘‘ What can I do?” and especially, now, 
in relation to the hospital ward, we find that there are two 
answers—first in the imperatives of skill, and secondly in 
the imperatives of prudence and management. The 
imperatives of skill really involve two processes: there is, 
in the first place, an awareness of a need to be met in any 
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given situation and the will to meet that need; in other 
words, who wills the end wills also the means to that end. 
This simply means that the individual has the knowledge 
of the actions or activities necessary to achieve a desired 
end and the will and ability to carry these actions out. The 
imperatives of skill in any profession are those concerned 
with its techniques: cooking, teaching, typing, carpentry— 
the list could be added to indefinitely. So far as the ward 
itself is concerned, imperatives of skill are those related to 
the art of nursing, but it is essential to notice one point 
about them: these can be carried out at any given moment 
either as well and perfectly as possible, or less well than 
possible. You must find examples for yourselves; the three 
that spring to my mind are the taking out of stitches from 
a wound, the feeding of the helpless patient and the attention 
to mouth toilet. It will be apparent that there are the above 
two ways of carrying out these imperatives of skill. 


Imperatives of Prudence and Management 


The imperatives of prudence and management are 
linked with man’s duty to others—namely, the promoting 
of the maximum happiness and well-being of others; they 
are concerned, in any profession, with the use of resources 
and the dealing with personnel. There are two points to 
notice in the carrying out of the imperatives of management: 
the first of these is the importance of assessing and dealing 
with the situation as it is. We are perhaps a little apt to 
be unconsciously guided by “ If I only had so-and-so, then 
I would... .” or “If conditions were only different, 
then I could ... .”’. The important thing is to do what 
ought to be done and can be done in the existing situation, 
not to be affected by the possibility of some wholly unlikely 
millennium. 

Secondly, the imperatives of management do require 
a willingness to adapt. Two examples come at once 
to my mind. The first of these is the attitude which may 
occasionally be found in departmental staff towards adminis- 
trative changes in the care of hospital linen. The second 
is the attitude of some departmental staff to such suggestions 
as clerical help in the ward, or temporary reserve nursing 
assistants. 

Not so very long ago, I was sitting listening to a 
group discussing the suggestion in the Nuffield survey 
of the use of clerical help in the wards and_ heard 
with interest the immediate response of one member of the 
group: she affirmed ‘‘ Oh, I don’t think I should like that 
idea at all; I wouldn’t have one in my ward’’. Notice the 
verb—‘ like’. The danger of being guided by personal 
inclination rather than by what the situation requires is a 
very real one. 

But patients have to be managed, as well as the 
resources of the ward; and it is possible that we need today 
a very careful assessment of the relative significance and 
place of the imperatives of skill and the imperatives of 
management. Both are important but I think some of you 
will understand me when I say that I am a little appre- 
hensive—unless we are quite clear what patients need—of 
over-emphasis on the psychological approach to the patient. 
I think there is just a risk that in psychologically approaching 
the patient we may forget the nursing, and that in fact the 
psychological approach may become an inadequate substitute 
for good nursing craft. 

The imperatives of skill and the promoting of the well- 
being of the patient through these must always remain the 
first charge on the good nurse, though you would be the first 
to admit that well-being is not only physical. But, once 
again, a simple question can be asked and the simple resolu- 
tion made in answering it, ‘I will leave this patient in a 
state of less distress and more well-being, physical, mental 
and emotional, than when I came to the bedside ”’. 

In turning our attention from ‘“‘ What ought I to do? ”’ 
to ‘‘ What can I do?’’ the first resources at which we must 
look are those within ourselves. The process should be 
simple. Only the individual can really assess his own 
powers and capacities and be sure he is releasing these to 
the full. He should know what he is capable of doing, and 
having once assessed. the resources within himself should 
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proceed to release them. It is important to be accurate 
and honest in this assessment, and there are two forms of 
dishonesty. In the first place, the individual may have false 
ideas about his own capacities and think that he is capable 
of doing things which, in fact, he is not. Secondly, the 
individual may have a false humility about his capacities 
and powers and think that he is unable to do work or to 
carry out responsibilities of which he is perfectly capable. 
This false humility, which may superficially appear rather 
an amiable quality, may in fact be really mental laziness. 

‘“ What can I do ? ”’ is not so simple when we turn from 
the powers within ourselves to the external situation. For 
again and again the release of our capacities to the full may 
be interfered with by external circumstances, or indeed by 
the actions of others. There are two points, however, to 
be borne in mind here; in the first place it is surprising 
how much can be achieved, even in adverse circumstances, 
if we set ourselves to achieve it not by antagonism, not by 
disloyalty, not by resentment, but by quiet, faithful per- 
sistence. 

In the second place, it is essential that we accept 
the inevitable limitations imposed on us in ordinary life: 
the limitations, in fact, on perfect freedom. These limitations 
are four: time, space, equipment and apparatus, and the 
human material with which we are working. There are only 
24 hours in the day and these cannot be stretched; if we 
are on duty for eight hours, not more than a certain 
amount of work can be got through. We know that more 
ought to be done, but we must accept with a quiet spirit | 
what can be done. We may know exactly the shape of 
ward in which it would be both easier and more profitable 
to nurse the patients, but if our ward is not that shape, 
we must accept the limitations of bricks and mortar. We 
know how much more work could be done with more 
apparatus, but if hospital committees have not seen fit to 
provide this, we must again accept what can be done. I 
think you can work out the limitations imposed by the 
human material for yourselves. I might like all the sister 
tutor students to become really good teachers, but I know, if 
I assess them correctly, what can be done in each individual 
case. 

While accepting the limitations on what can be done, 
it is essential to retain the mental attitude of ‘‘ What ought 
to be done ?”’ for two reasons: one, we are then ready, 
should the opportunity present itself for effecting change, 
to avail ourselves of it and to make the best possible use 
of it; two, unless we retain the mental attitude of ‘‘ What 
ought to be done ?”’ it is so easy to lose the standard by 
which we should be assessing the disparity between what 
ought to be done and what can be done. | 

Can we now sum up the needs to be met in the ward 
while still keeping in our minds the needs of the nation? 
The first of these is the intelligent relief of suffering and the 
restoration of health. These can be met through the 
imperatives of skill and the imperatives of management. 
There is the maintenance of the restored health: this, surely, 
is met through our duty to promote the well-being of others 
and through the imperatives of management. There is the 
handing on of the craft to the student nurse and the younger 
trained nurses, to be met through releasing the powers of 
others and promoting their well-being. There is the produc- 
tion for the nation of a body of worthwhile, well-informed 
citizens, to be met first through the release of all the powers 
of the nurses and, secondly, through insisting that those 
student nurses for whom we are responsible learn from us 
how to form intelligent judgements and, above all, to free 
themselves from generalizations and secondhand ideas. 

We have been reminded by Sir Walter Monckton that 
it was his duty, in which the whole nursing profession should 
join, to safeguard, as he said, the health of the people. We 
were also reminded that one of our national problems today 
is the proper and effective use of manpower. All I would 
suggest to you is that you will find possibly that our contribu- 
tion in these two respects may be summarized in our duty 
to ourselves and our duty to others as we examined them 
at the beginning of this article, and that the needs of the 
nation in this respect can be met from the resources of the 
nursing profession by a proper understanding of the 
imperatives (or ‘ oughts ’) of skill and management. 
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The aims of the exercises are: 
(a) To reduce the possibility of circulatory disorders. 
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Post- 
Natal 


Exercises 


Produced by CAMERA TALKS 
in co-operation with 
KING’S COLLEGE HOSPITAL, 


London. 


(b) To strengthen the muscles which have been subjected to overstrain, particularly the . 


abdominal and perineal muscles. 
(c) To correct postural faults developed during pregnancy. 


All mothers join in the daily ward class—starting exercises 
during the first 24 hours after delivery and progressing daily 
until their discharge from hospital. 


Head and shoulder raising; this brings the abdominal muscles 
into action 


Contraction of gluteal and pelvic floor muscles, with legs 
crossed, and thighs strongly adducted and externally rotated. 
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SIRERS 


Stronger exercises for the gluteal muscles, giving associ 


Demonstrating on the second 
day the separation between the 
recti (see also extreme right 
below). 


Exercises to prevent flat feet are taught whilst the mother is still resting in bed. 


Exercises to stretch pectoral muscles and 
strengthen back. 


The importance of 

reducing the exag- 

gerated lumbar curve 
is stressed. Sig, 


Relaxed sitting, rising to the ce 
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All mothers lie prone for one hour after exercise; this position assists 
anteversion of the uterus. 


Trunk rotation to strengthen abdominal muscles. 


AND RELAXATION 


By the sixth day there should 
be no separation between the 
recti. 
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Notice the exaggerated lumbar lordosis and sway back when 
holding the baby. 


TO GAIN 
CORRECT 
POSTURE 


Above and right: the standing position is 
now used for posture correction. 


The correct pelvic tilt and lumbar curve. 


These two mothers have been 
shown the normal posture and 
are ready for discharge. 
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Concluding the Royal College of Nursing 
Conference which has been discussing the 
College Working Party’s comments on— 
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—ITHE JOB ANALYSIS REPORT 


PEAKING on the second day of the conference, on 
The Nursing Team and Group or Case Assignment, 

Miss M. B. Powell, matron of St. George’s Hospital, 

London, described an experiment in this method 
carried out over the past five years in her own hospital. 
It had been initiated by one of the ward sisters and was 
undertaken with the full support of the Board of Governors 
who took the greatest interest. 

The case assignment experiment had started at 
St. George’s Hospital with a small 14-bed ward, and had 
now been extended to two other wards—one of 25 beds 
and one of 10 beds (actually a large ward divided in this 
proportion). The object had been primarily the promotion 
of the education of the student nurse in clinical nursing. 
Miss Powell explained that they were over-loaded with 
specialties at the hospital, and the students were not 
receiving sufficient training in clinical nursing. The student 
nurse complement on the ward was increased to five, and 
there was in addition one sister and one trained nurse. It 
was not possible to introduce the straight shift system, and 
the hours were: day nurses 7.30 a.m.- 8 p.m.; night nurses 
8p.m.-8 a.m. There was a block system of training so that 
ward work was not interrupted by lectures. There were 
two consultants, one registrar, one houseman and six medical 
students attached to the ward. 

When case assignment was introduced, each student 
nurse was allocated her own patients, and they worked in 
teams of two—a junior and a senior; the junior had two 
patients, the senior five. The senior helped the junior with 
her two patients as necessary, but the latter bad her own 
patients, even if she had come straight from the preliminary 
training school. A third-year student nurse acted as relief 
nurse when the others were off duty and took duty with the 
sister or staff nurse on her day off. 


An Educational Experiment 


The student nurses felt that they were helping in a great 
educational experiment. The staff nurse supervised the 
junior student nurses in the nursing of the patients. One 
of the criticisms of this method was the possible danger in 
the junior student nurse being given the care of very sick 
people, but the sister and staff nurse would naturally 
gravitate to the bedside of the very ill patient. The staff 
nurse had also to do ward administration when the sister 
was off duty. The student nurse accompanied the senior 
nurse with the doctor on his rounds, listening to what the 
doctor said and giving the nursing report, and the doctors 
entered into this experiment with great enthusiasm. 

One of the difficulties was to cover the 12-hour span 
when one was off duty; generally the two team members 
relieved each other. If the senior had to be off duty in the 
evening, she could generally do any difficult procedure or 
treatment before she went, and leave to the junior the 
general nursing of the patient. 

On arrival in the ward, each student nurse received a 
folder containing instructions on the duties she would 
undertake and guidance on the nursing responsibilities which 
were hers, and the kind of reports she must keep. Also 
a certain amount of ward routine duties were allocated to 
each—for instance, although there was an orderly and a ward 
maid, someone must attend to the ventilation—and routine 
duties were generally undertaken by the junior nurses under 
a job allocation, and were shared out. There was, it must be 
confessed, a tendency for the routine duties to be neglected 
and the sterilizer had boiled dry on several occasions ! 

Another danger was that the young nurse might tend 


to identify herself too much with the patient if he were 
very ill, but this could be overcome. The student nurses 
kept nursing notes of their patients each day and they 
collected a number of interesting case histories which were 
very useful in their education; it was found that they learned 
very much more quickly. The student became expert at 
some of the techniques very early in her training. The 
staff nurse and sister were responsible for checking the 
case notes each day—a time-consuming task, but necessary 
for teaching purposes and the success of the experiment. 


Problems Encountered 


Some problems encountered were:—(i) Administration: 
the geography of the ward greatly affected the suitability 
for case assignment, and in the large ward of 35 beds it 
was impossible until it had been divided into two. It was 
found that the equipment was too far from some of the 
beds, and there were inadequate ancillary rooms. (ii) Two 
teams might want to use standard equipment at the same 
time; however, individual thermometers had now been 
installed. (ii) Adequate supervision: in the 25-bedded 
ward there was one sister and two staff nurses in addition 
to seven students; there must be more students and conse- 
quently mcre supervision. Assistant nurses or auxiliaries 
had not been employed in this ward; if introduced there, 
fewer student nurses would be neededwbut at present two 
additional student nurses were needed in this ward. If 
there was not a sufficient number, the tendency was to 
revert to the job assignment method; we had to accept 
the fact that more people in the ward were necessary and 
there must be adequate supervision. The number of trained 
nurses mentioned was just enough, and there was some help 
with the clinical teaching from the sister in the smaller 
ward who helped with the teaching in the other medical 
wards at their request. 

There were difficulties in supervision: the staff nurses 
found ic difficult to stand aside and supervise student nurses 
—it took them a little time to get used to the idea that 
this system would take a little more time, especially with the 
junior student nurses. At first the staff nurses were not 
in favour cf this method—nor were the senior students; 
but after five years, the staff nurses were enthusiastic. 
The hospital required a four-year contract and all staff 
nurses were allowed to choose whether they would work on 
the wards where there was case assignment; they were 
found to be extremely popular. The student nurses were 
also most enthusiastic about the system. 

In the larger ward one staff nurse was usually a senior, 
having done her midwifery training, and an effort had been 
made to develop the senior staff nurse grade—entitled 
‘charge nurse '—with privileges which made staff nurses 
feel it worth while to return to the hospital for a further 
year after their midwifery training. The senior staff nurse 
undertook any ward administration delegated to her by the 
sister, or in the sister’s absence, while junior staff nurse 
concentrated on supervising the work of the stuclents. 


Traiming the Team 


Miss M. E. Gould, principal tutor, St. Thomas’ Hospital, 
and chairman of the Sister Tutor Section of the Royal College 
of Nursing, dealt with Training the Team; speaking in turn 
of the ward sister, staff nurse and assistant nurse, and 
including some suggestions about other workers on the ward 
—the orderly and ward maids. 

The ward sister needed very special qualities; she must 
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be able to inspire her team. What could be done to help her ? 
She might be given some voice in the appointments to her 
own ward for she could not make a good team with in- 
compatible people. 

A sound basic training was not enough for the ward 
sister, yet such appointments were sometimes made very 
soon after State-registration. It was the wider practical 
experience that was necessary, otherwise her knowledge was 
limited and her confidence would be limited too. This would 
handicap her judgement of her team; she would keep too 
rigidly to what she had learned and would not be receptive 
to changes. Two or three years’ practical experience was a 
necessary preliminary. She would also need guidance in 
personal relationships and help in bedside teaching; know- 
ledge of methods in other hospitals and, if possible, in other 
countries. Without experience the ward sister would not 
have mastered the art of delegating, and this was essential 
in all forms of management—not least in hospital manage- 
ment. It would be a long time before the excellent courses 
for ward sisters available at the College and elsewhere were 
available widely enough for all ward sisters in the country. 
There should be some scheme all over the country to provide 
lectures, practical and theoretical teaching to prepare ward 
sisters, including those in non-training schools. This might 
be a long-term experiment, but a start should be made at 
once. Controlled experiment was needed as a guide. 

The staff nurse needed experience under a ward sister 
who regarded the teaching of the staff nurse as of as much 
importance as the teaching of student nurses. She should be 
taught to assume gradually increasing responsibility; in fact 
the whole of the nurse’s training frem the beginning should 
be planned with this end in view. The object of training was 
to train the mind and to form the character. It was useless 
to regard the student as a pair of hands and then hastily 
cram her for an examination. 

Unless there could be some selection of students it was a 
mockery to call a hospital a training school. When hospitals 
applied for recognition, they ought to be asked by the 
General Nursing Council whether all applicants would be 
accepted or whether there would be some selection. 

There should always be adequate supervision in the 
wards—not learning by trial and error—and a thorough 
organization of members of the nursing staff to see that the 
student was getting the correct training. 


The Assistant Nurse 


In the Nuffield Job Analysis Report, not enough 
emphasis had been laid on the essential part played by the 
assistant nurse, but the Working Party thought that she had 
a large part to play in the future and that many now training 
for the Register would be better training for the Roll. The 
assistant nurse might not be academically clever, but she 
had ‘“‘a kind heart and clever hands’; she learned 
by practice rather than by theory, learned more slowly, so 
that there was a danger in being transferred from ward to 
ward too quickly. All assistant nurse training schools should 
feel that they were training their pupils to give perfect 
nursing care in a more limited field than that of the trained 
nurse. A plea was made for much more discrimination in 
advising candidates on which type of training to enter—for 
the Register, or for the Roll. 

The Working Party felt that there was a need for 
investigation into the training received by ward orderlies. 
They should be taught the proper methods in domestic work, 
and should have a short course in bacteriological growth. 
The result of doing things the wrong way should be made 
plain. There shculd be instruction on the proper way of 
making empty beds. Ward maids should be taught by the 
supervisor the ccrrect method of cleaning before they entered 
the wards. Indeed, all who entered the ward in the course of 
their duties should have some kind of training or preparation, 
concluded Miss Gould. 

Miss M. C. N. Lamb spoke on the nfirsing team in action, 
and said that she was very happy to be given the opportunity 
to talk about the nursing team, because she believed it to 
be the method of assigning responsibilities to all grades of 
nursing personnel: “‘In many of our hospitals (dare I say 
in most of our hospitals ?) nursing has become completely 
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functionalized; for example, one nurse does the sani 
round, one nurse takes all the temperatures, and thi 
despite the fact that many of our leaders have spent a lifetim, 
trying to secure individual care for each patient. 

“There are still too many nurses who feel that ther 
is a limited place for the assistant nurse and no place a 
all for the auxiliary worker in the actual care of the sick” 
said Miss Lamb, ‘‘yet these same nurses do agree that 
others than nurses should take over the housekeeping or 
‘hotel management’ duties from nursing. The problem 
before us now is how can we give our patients the best 
possible nursing care, using a team made up of State 
registered nurses, State-enrolled assistant nurses, student 
nurses and auxiliary nursing personnel. 


Nursing by the Team 


As I understand it, the nursing team consists of a group 
of persons each with a different level of preparation, welded 
together by the team leader, in order to give the very best 
possible nursing care to the sick. I have had the very great 
privilege of observing one such team and how it came into 
being, and of working in another which was slightly different, 
At Hartford Hospital in the State of Connecticut I was 
told by Mary Brackett, the Director of Nursing Services, 
that they had already been working for three years towards 
providing better nursing care by the use of the team. The 
administration were being very patient, they believed in 
it, but they waited for each unit to express the wish to try 
it, then gave all the encouragement, help and guidance they 
could muster. At the time of my visit it was working in 
more than half the units of the hospital. 

In order to lead to a better understanding of the team 
and of its potential for better patient-centred care, work 
conferences, or ‘ workshops’ as they are sometimes called, 
were arranged for members of staff. These were held during 
on-duty time, and financed by the management of the 
hospital. The first one was initiated by a planning group 
consisting of the Director of Nursing Service (matron), a 
nursing service administrator (deputy matron), two super- 
visors (similar to our assistant matrons), two head nurses 
(our ward sisters), and the librarian. The function of this 
planning committee was to talk round the subject; to make 
suggestions in relation to content, the procedure to be used 
and the personnel who should be invited to take part, and 
to compile reference material. The responsibility for plan- 
ning was then handed over to the general duty nurses who 
elected a chairman for their projected workshop, and a 
planning committee. 

The planning committee then decided to ask each unit 
in the hospital to send one representative—a nurse who 
wanted to take part. They also decided that the subject 
for discussion should be the responsibility of the staff nurse 
as a team leader and as a team member, and that there 
should be small group discussions, some general sessions, 
and that ‘resource people’ should be invited from the 
hospital nursing staff and from outside the hospital. (A 
‘resource person’ is one who knows more than the average 
about the subject being discussed. They are very useful 
people at any type of conference, and contribute a very 
great deal to the work of the group.) The final programme 
accepted by every member of the planning committee was 
very interesting. 

The participants of that first workshop recommended: 
1. that similar workshops should be held as soon as possible 
for all the other persons who would form the nursing team, 
that is, instructors, supervisors, head nurses and auxiliary 
personnel ; 

2. that any nursing unit asking permission to institute the 
nursing team should be given permission to do so by the 
administration who should also give guidance and help. 

A typical team in this hospital consisted of a team leader 
who was a registered nurse, a student nurse, and an auxiliary 
worker who did nursing duties—three people to approxi 
mately 12 patients. Each morning the head nurse organized 
the teams from the personnel available and assigned the 
patients for each team. The team leaders were then responsible 
for the assignment of the patients to the individual members 
of the team. For example, one morning the patients assigned 
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the hvad nurse to a team leader were: (1) a new admission 
with coronary thrombosis; (2) a convalescent with coronary 
thrombosis who was very depressed about his illness; (3) a 
bleeding zastric ulcer; (4) a patient for discharge that day; 
(5) a coronary patient being allowed up for the first time; 
(6) a patient for a glucose tolerance test; (7) a bronchiectasis 
who was to have a bronchoscopy; (8) a patient with tuber- 
culosis; (9) @ patient with hemiplegia; (10) a respiratory 
infection, (11) a chronic nephritis. 


Patient Assignment 


The team leader assigned the first four patients to 
herself for the following reasons: 

(1) the new admission because at that point he needed 
individual attention ; 

(2) the patient suffering from depression, because emotional 
upsets require much understanding ; . 

(3) the patient with the bleeding gastric ulcer, because only 
the person who has been trained to observe is readily aware 
of changes in signs and symptoms; ; 

(4) the patient who was to be discharged, because the trained 
person should be the one to make certain that the patient 
leaving hospital understands the doctor’s final instructions. 

The team leader assigned to the student nurse: 

(5) the patient being allowed up for the first time because 
the student nurse now understands the importance of 
assisting and observing during such an important step; 

(6) the patient for the glucose tolerance test, because the 
student nurse bas had the theory but not the practical 
experience of doing this; 

(7) the patient for bronchoscopy because that will give her 
experience in preparation of a patient for the operating 
theatre ; ; 

(8) the patient with. tuberculosis, because of the nursing 
experience to be gained in the treatment of communicable 
diseases and the opportunity to let her do some health 
teaching. 

It is noticeable, and to my mind, very significant, that 
the clinical instructor now joins the nursing team. Her 
function is to supervise the work of the student nurse, and 
to see that no harm comes to the patient. 

To the auxiliary the team leader assigned the patients 
suffering from hemiplegia, a respiratory infection, and chronic 
nephritis, because such patients require practised nursing 
skills. 

The team leader and the team, in daily conference, work 
out between them the nursing care of the patients. There 
is always the possibility that the team leader’s own assign- 
ment may be too heavy and, if this is allowed to happen, 
much of her value is lost because she is not so readily available 
to the team. 

The nursing staff using team assignment considered 
unequivocally that the patients got better attention, that 
the trained nurses got greater satisfaction from their work, 
and that everybody in the team felt that she made a useful 
contribution to the care of the patient. The staff of this 
hospital evolved a set of principles from their experimentation 
which they felt might help and encourage others. 


Working in a Team 


The second situation was one where I not only observed 
but worked as a member of the team, trying out each role 
from team leader to nurses’ aid. The hospital was the 
Francis Delafield Hospital in New York, a hospital owned 
by the City of New York Department of Hospitals, and used 
for treatment and research in the care of patients with 
cancer. It is not a training school for student nurses, and 
is staffed entirely by registered nurses, practical nurses 
(our assistant nurses) and nurses’ aids (auxiliary nursing 


personnel).- It is also being used as a teaching demonstration — 


centre by the faculty and students in the Division of Nursing 
Education at Teachers College, Columbia University. 

The staff of this hospital believed that the use of a 
team meant more than reconstruction in nursing, it repre- 
sented a philosophy, as well as 4 method of organization. 
They believed that the primary function of the hospital 
was the care of the sick, but that other important functions, 
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for example, the education of medical students, the education 
of nursing personnel, and research, though subordinate, were 
also part of the responsibility of the hospital because they 
contributed, if indirectly, to the care of the sick. 

They believed, too, that the development of policies 
concerned with service to the patient began with a considera- 
tion of the patient and his needs, and that it became a 
question of whether or not the nurse thought of herself as 
doing for and deciding for, or doing with and deciding with 
the patient. 

The team, in this situation, consisted of three types of 
staff, each with a different kind of preparation for her work— 
the trained nurse, the practical nurse, and the nurses’ aid 
trained ‘on the job’. (Here I must note in passing that 
‘on the job’ programmes are a vital part of the in-service 
training schemes of the hospital.) 

Rank, as such, was non-existent within the team—the 
trained nurse was the leader—she was of in authority, 
she was in control. 

Basically, the team leader was a practitioner, giving 
nursing care to the patients, and it was never intended that 
her role should become administrative. Moreover, the fact 
that the trained nurse is appointed team leader is no guarantee 
that the team will accept her leadership. She has to earn 
the loyalty of the team, therefore the success of the team 
depends to a large extent on the quality of the leadership. 
This very fact is one which many trained nurses find difficult 
to accept, for the hierarchy within the hospitals of any 
country has promoted the passing of orders down a vertical 
line, and only rarely has any influence been exerted up the 
line. To be successful as a team leader, the individual must 
have a basic belief in the worth of the contribution of each 
member of the team. 

One of the questions which I am constantly being asked 
is, where does professional secrecy come in, and what of the 
privacy of the patient ? But I can only reply, that as I saw 
it the privacy of the patient was respected. Some inform- 
ation had to be shared between the professional nurse and 
the other members of the team, and judgement had to be 
exercised by the team leader regarding the extent and nature 
of information which was shared. 

I hope I have managed to ‘ get across’ to you my own 
feeling of enthusiasm and that team assignment is really a 
synthesis of both functional and case methods. It is an 
attempt to recognize that the role of the trained nurse is 
changing because of a variety of factors. For those of us 
who truly believe that the patient comes first ’’, concluded 
Miss Lamb, “ it is an opportunity and a challenge to prove 
that such is our belief.”’ 


Good Personal Relationships 


Mrs. E. N. Neild, member of the Chelmsford Group 
Hospital Management Committee, member of the Profes- 
sional Association Committee of the College, and also of 
the College Job Analysis Working Party, spoke on /nter- 
departmental Co-operation. This, she said was of the greatest 
importance and implied good personal relationships. If 
personal relationships were good at the top, their influence 
would penetrate all the way down. Good personal relation- 
ships did not mean lack of discipline—which must be present 
if the ward was to be a happy, well-ordered place. Stressing 
the importance of the time factor, Mrs. Neild said that 
they must be prepared to prune some of the rituals if the 
time and energy expended were disproportionate to the 
value of the product produced. In the main, Mrs. Neild 
thought co-operation fell into three categories: within the 
nursing staff of the hospital itself; between the nursing 
staff and the management committee; and between the 
nursing staff and the medical staff. Everything possible 
should be done to ensure the best possible co-operation in 
each of these three categories. . 

After the principal speeches, questions were freely asked 
by the audience, and were answered by the particular 
speaker whose subject had prompted the question. Finally 
Mrs. Blair-Fish, secretary to the Ccllege Working Party 
on the job analysis report, summed up the views of the 
conference, as they had emerged during the two days of 
addresses and discussions. 
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NOSTRADAMUS 


Physician 


and Prophet 


by MARY CARTER, 
S.R.N., S.C.M., M.T.D. 


prophets famed for their uncanny 

ability to foretell events, but none 
can be said to have prophesied with more 
accuracy than Michel de Notredame. This 
amazing seer not only foretold the French 
Revolution with a good deal of its detail 
more than two hundred years before it 
occurred, but he also referred a number of 
times in his writings to a great calamity 
which would befall the civilized world 
between the years of 1914 and 1918. He 
even spoke of Franco by name, and described 
another dictator whom he called ‘ Hister ’, 
which without much imagination one might 
interpret as ‘ Hitler’. 

Michel de Notredame, or Nostradamus 
as he later called himself, was not only a 
prophet of incredible power, but was also 
a physician of outstanding merit. Born of 
illustrious forebears just 450 years ago— 
on December 14, 1503—his name is remem- 
bered today not only for the forecasts of 
world events which he made over more than 
half a century, but also for the part he 
played in combating the Black Death which 
swept Europe like a tornado during his 
lifetime. His family was Jewish in origin, 
but had been established in the small town 
of San Remy in Provence for many decades. 
Both his grandfathers were physicians and 
astrologers in the court of King René of 
Provence and later in the court of Henri II 
of France, so it is perhaps not surprising 
that young Michel’s maternal grandfather, 
Jean San Remy, undertook to teach his 
young relative not only mathematics, 
philosophy, Latin, Greek and Hebrew, but 
also instructed him in astrology. 

Nostradamus maintained that he could 
trace his ancestors to the tribe of Issachar, 
and according to some of his biographers 
was at one time in possession of mystic 
documents which his predecessors had 
rescued from the temple at Jerusalem. 
Indeed, in the preface to one of his famous 
Centuries, he says that he was unable to 
keep certain volumes which had been hidden 
through long centuries. He goes on to say 
that he committed their contents to memory 
and finally burnt them, and “‘ the flame ”’, 
he wrote, “* was more brilliant than ordinary 
flame, as though a preternatural lightning 
flash had illumined the house, and thrown 
it into a sudden conflagration ’’. Whether 
the prophet learnt many of his prophecies 
from these old writings, or whether he was 
truly endowed with some supernatural 
power it is impossible to say, but that he 
had knowledge which astounded his own 
and future generations is certain. 

Whilst he was still a young man, Nostra- 
damus decided to follow in the footsteps 
of many of his ancestors. To this end he 
was sent to the College at Avignon and 
later to Montpellier, where in this already 


Horepnets records the lives of many 


famous school he 
commenced his medi- 
cal studies. Mont- 
pellier University 
was already known 
throughout the civi- 
lized world as the 
place where human 
corpses were actually 
dissected. 

While Nostradamas 
was undergoing medi- 
cal studies. the whole 
country was ravaged 
by plague, tens of 
thousands were dying 
and as many as could 
fled the cities and 
towns, thus spreading 
the dread disease 


along their path. 
Everywhere _ there 
was acry for more doctors. Nostradamus 


immediately abandoned his studies and 
offered his services. Travelling far and wide, 
dressed in the grotesque garb of thick en- 
veloping gown, boots, goggles to protect the 
eyes, the whole body impregnated with oils 
and spices to kcep the fever at bay, he saved 
hundreds of peasants from certain horrible 
death. For four years he ministered to 
their needs then, as the scourge abated, 
he returned to his medical studies at 
Montpellier—a wiser if unhappier man. 


The Great Physician 


Nostradamus completed his studies and 
on October 23, 1525, became a fully- 
qualified doctor. Nevertheless, perhaps 
prompted by his previous wanderings, this 
strange man could not settle down. Instead 
he roamed throughout Europe. Often he 
met peasants whom he had treated and 
ministered to during the Black Death. 
They recognized the Great Physician as 
they called him. Old women fell at his 
feet blessing his name. Young children 
threw flowers in his path as their elders 
told them of his wonderful skill and courage. 
For two years after his qualification Nostra- 
damus wandered through Provence and 
Languedoc, and it was during these journey- 
ings that he met two people who were to 
have a profound influence on his life. One, 
Julius Caesar Scaliger, a brilliant scholar, 
became his greatest friend; together they 
discussed problems of the universe. The 
second meeting was with Adriete de 
Loubjac, a lady of nuble birth and a great 
scholar. She too was a great admirer of 
Nostradamus and in due course became his 
wife and bore him two sons. 

For a time the prophet was more content 
than he had ever been. His wanderings 
ceased, the family settled in Agen, the 
home of Scaliger and the rendezvous of 
many famous men and women. Then 
suddenly fate dealt a terrible blow— 
Madame Adriete was taken ill together 
with her two sons. Nostradamus did what 
he could, yet he who had saved so many 
others in time of disease was powerless to 
save his own. His wife and both sons all 
died on the same day. The blow was a 
very bitter one and Nostradamus felt that 
he could no longer stay in the place where 
he had known so much happiness. Once 
more his wanderings started and the next 
eight years took him again through Pro- 
vence, Lorraine, Italy to Sicily. His one 
joy was in constant study. At all the 
famous cities which he visited he sought 
out the learned men, the physicians, apothe- 
caries and professors and discussed with 
them their methods of work and healing. 

Until this time little or nothing had been 
heard of the great man’s ability to foretell 
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future events, but while he was in I 
he passed a party of Franciscan monks jg 
a market place in an Anconan village. Sud. 
denly he stopped before one of their number 
and dropped on his knees saying “ We 
must all do reverence before his holiness.” 
His companions were as amazed as the 
youth himself, one, Felix Peretti, more 
especially as until recently he had followed 
the occupation of a swineherd. Never. 
theless, 30 vears later Peretti became 
Pope Sixtus V. 

And there his prophecies might have 


ended, for weary of his wanderings Nostra- - 


damus entered a monastery at Orvaj 
intending to take holy orders. But fate 
again intervened with another outbreak of 
the plague. The peasants and kings alike 
clamoured for his services, and once again 
Nostradamus deserted his chosen way of 
life and journeyed to stricken Provence, 
Once more he heard the dread trundling 
of the death cart with its sinister load. 
Dead littered the streets, the dying pleaded 
for help clinging to his skirts. Doctors 
were too few and most of them were power- 
less to stop the dreadful scourge from 
spreading, but once again—was it a miracle 
or was it inspired skill?—the plague begaa 
to abate when Nostradamus started his 
ministerings. Honours were poured upon 
him, peasants gave what they had, nobles 
showered him with lavish gifts, and the 
people of Aix, overcome by their gratitude, 
granted him a substantial pension for life, 

Wealthy and contented, absorbed by his 
studies and his work as a_ physician, 
Nostradamus, at 44, married again and 
settled in Salon. 

It was during this period of peaceful 
living at Salon that Nostradamus began 
work on his famous books, the Centuries, 
works full of the most astounding prophecies 
in rhymed verse. Following the publication 
of his books the fame of the seer spread 
far and wide. Catherine de Medici, wife 
of Henri II, begged him to visit the French 
court. The reason for the request appears 
to have been a paragraph which it was 
thought referred to the King. In it 
Nostradamus had said “the young lion 
will conquer the old one upon a field of 
single combat. He will pierce his eyes ia 
a gulden visor, who will then die a dreadful 
death.”’ Why the king should think that 
this obscure verse should refer to himself 
is not clear. In spite of this warning the 
king entered a combat with the young 


Earl of Montgomery during the celebrations - 


of his sister’s wedding to the Duke of Savoy. 
Although the young Scot is said to have 
declined to take part in the tournament 
with the king, he was eventually persuaded, 
and during the duel the king’s golden visor 
was pierced by the lance of the young Earl 
It entered his eye, and he died. 


An Emperor Born in Corsica 


The references in the Centuries to the 
appearance of Napoleon seem unmistakable. 
He is called “‘an Emperor from Corsica”, 
and later ‘“‘ they will say of those who serve 
him that they are more butchers than 
princes "’, and yet further on we are told 
that the Emperor will have a shorn head. 
In this respect it is worthy of note that up 
to this time the kings of France had all 
worn their hair long, or a wig. Napoleon 
was the first French ruler to wear the hair 
closely cropped. 

Probably one of the most outstanding 
predictions concerns the Great Fire of 
London which Nostradamus foretold would 
occur in the exact year of 1666, although, 
strangely enough, in spite of his great 
associations with the Black Death, he does 
not appear to mention the terrible scourge 
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which occurred in the year before the 
Great Fire. 

In 1925 a German scholar and mathema- 
tician, Dr. Max Kemmerich, attempted to 
estimate the prophet’s ability to guess his 
many prophecies and the published findings 
show that the chances were nil. “ It was”, 
we are told, ‘‘ a complete impossibility for 
ga man to have guessed accurately at the 
many predictions which he made — 
his comparatively short lifetime’’, an 
so Kemmerich deduced that Nostradamus 
was “a true prophet endowed with a gift 
of clairvoyance in space and time”’. 

There are many prophecies as yet 
unfulfilled. One tells of a terrible king 
who will descend on Paris from the sky 
with a host of soldiers speaking a strange 

and mahing use of deadly weapons 
and reindeer. Furthermore, in common with 
many other seers, Nostradamus predicts 
the complete destruction of Paris “ by 
fire’. Again, this will come from the 
sky and ‘the great city will be utterly 
waste '’, and later ‘‘ not one of its dwellers 
will be left ’’. 

During the year 7000 A.D. a further 
catastrophe is foreseen involving practically 
the whole world, for in that year a great 
flood will devour huge areas of land, 
thousands of lives will be lost and the 
entire geography of the world as we know 
it will be changed. 

In 1£64—a year before the death of the 
king and two years before the death of the 
prophet— King Charles IX honoured Nostra- 
damus with the title of Physician in Ordinary 
to the King and made him a present of 
four hundred golden coins. Once again he 
was feted by the people, honoured by the 
nobles, prayers were offered in the churches 
for his continued preservation, and his good 
health. In spite of all this on July 1, 1566, 
he became ill and his last prediction was 
made when he said “‘ tomorrow at sunrise 
I shall be no more ”’. 

But even after his death was announced 
the people refused to believe that he was 
gone from them. Peasants stood at a 
distance from his tomb thinking that he 
had gone for a period of prolonged study. 
Doubtless Michel de Notredame owes tlie 
perpetuation of his name chiefly to his 


truly remarkable predictions and the 
undoubted mystic qualities which he 
Nevertheless, as a-great and 

courageous physician of unusual ability and 
skill in fighting the terrible diseases of 
16th century Europe, especially for the 
part he played in the repeated outbreaks of 
the Black Death, he deserves to be more 
widely known and acclaimed. 


t< 

National Association of Nursery Matrons. 
—The annual conference will be held at 
Linden Hall Hydro, Bournemouth, on 
March 27 and 28, on the theme The Place 
of the Child in the Community. 


Wesley’s Chapel 

Christmas and New Year services = be 
held at Wesley's Chapel, 49, City Road, 
London, E.C.1, as follows. 

Sunday, December 20: 11 a.m. Preacher 
—the Rev. Ronald V. Spivey, M.A. 
6.30 p.m. Carol Service— Light Shining 
in Darkness. 

Christmas Day. 11 a.m. Preacher— 
the Rev. A. Kingsley Lloyd. 

New Year's Eve. 11.30 p.m. Watch- 
night Service. 

Sunday, December 27. 1l a.m. Preacher 
—Sister Joan Miller, M.A. 6.30 p.m. 
Preacher—Mr. F. Wimpory. 


United Hospitals Festival Choir 
The United Hospitals Festival Choir, 
conducted by Colin Ratcliffe, is giving a 
performance of Mozart’s Requiem Mass at 


the Royal Albert Hall on Wednesday, 


January 20, 1954, at 7.30 p.m., in a Mozart 
concert consisting of the overture to the 
Marriage of Figaro, the Horn Concerto 
No. 4 (K 495), played by Dennis Brain, and 
Symphony No. 40 in G Minor (K 55). The 

roceeds of the concert will be given to the 

ospita] Administrators Benevolent Fund, 
and to the Foundation Fund of the choir. 
The Philharmonia Orchestra will be taking 
part. Tickets, from 2s.6d. to 1Us., are obtain- 
able from the Box Office, Royal Albert Hall, 
usual ticket offices, or by post only from 
G. J. Piller, 92, Shakespeare Road, Hanwell. 
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Appointments 


Three Counties Hospital, Arlesey, Beds. 

Mr. RIcHARD VINTEN, S.R.N., R.M.N., 
Sister Tutor Diploma, University of London, 
became principal tutor on October 5. After 
taking general training at St. Mary’s 
Hospital, Portsmouth, where he latereheld 
the post of staff nurse, Mr. Vinten served as 
a sick berth petty officer at the Royal Naval 
Hospital, Haslar, Hants, and later in H.M. 
Aircraft Carrier Argus. He then took the 
tutor’s course at the Royal College of 
Nursing and was appointed principal tutor 
at Moxley Hospital, Wednesbury, Stafford- 
shire, in 1947; later he held the post of chief 
male nurse at Stanfield View Hospital, 
Todmorden, Lancashire. In 1950 he trained 
as a mental nurse at St. James’ Hospital, 
Portsmouth, and was tutor in sole charge at 
Digby Hospital, Exeter, before taking up his 
present appointment. 


Princess Mary Home, Sheffield 

Miss BARBARA M. WALKER, S.R.N., 
S.C.M., R.F.N., Queen’s Nurse, took up 
her appointment as assistant superintendent 
on October 27, having recently been ward 
sister and night sister at Lodge Moor 
Hospital, Sheffield. Miss Walker trained 
at North Ormesby Hospital, Middlesbrough, 
St. Mary’s Hospitals, Manchester, and 
Dewsbury Maternity Home. She took 
we training at the Princess Mary 

ome, Sheffield, and fever training at 
Lancaster and District Isolation Hos- 
pital, Lancaster. . After holding the post 
of staff nurse at North Ormesby Hospital, 
Middlesbrough, she later served as district 
midwife at Grangetown and as Queen's 
nurse at Sheffield. 


Hospital, nr. St. Albans 

Miss Joan Mary Wuitcuer, S.R.N., 
R.M.N., took up her duties as matron at 
the end of November. Miss Whitcher 
trained at Park Prewett Hospital, Basing- 
stoke, where she has successively held posts 
as night sister, assistant matron and deputy 
matron. She took her general training at 
the Royal Hampshire County Hospital, 
Winchester. 


£5( 


in prizes can be won for descriptions of ward decorations at Christmas. 
it with your description and ilustiat.ons. 
(preferably with illustration.) will be paid for at our usual ates. 


Fill in the form and send 


Ward Amenit.es Fund; receive the cheques but descriptions 
For full detail, see last week's issue, page 1249. 


FILL IN THIS COUPON AND ATTACH IT TO YOUR ENTRY 


Entries, by patients or any member of the ward team, should be sent to the Editor, Nursing Times, 
Macmillan and Company Ltd., St. Martin’s Street, London, W.C.2, not later than January 12. 


BLOCK LETTERS PLEASE 
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Does Professionalism Matter ? 


NALGO'’s Public Relations Officer accuses 
the Nursing Times (December 5) of mis- 
reading, deliberately or innocently, the 
purport of the article Does Professionalism 
Matter? in the October issue of their 
journal, and of seeing in it a denial of the 
nurse’s title to be a professional worker. 
I can only say that my reactions were the 
same as the editor’s. I studied such 
sentences as “It is not easy to see why a 
nurse and a chiropodist should call them- 
selves professional workers and a skilled 
engineer and radio mechanic should not ’’; 
“ There is a strong element of snobbery in 
it (professionalism) *’; and “‘ It is, in short, 
virtually impossible to find a clear line 
dividing vocations which are professions 
from those which are not’’, and in these 
I read the direct suggestion that nursing 
should no more be regarded as a profession 
than many other callings requiring skill 
and training. As to the difficulty of 
separating professions from vocations, I 
refuse to be diverted on such an issue; the 
dividing line is not between these two but 
between the vocational (or vocational 
professional) approach and the trade union 
approach, 

Now comes NALGO’s compromise—that 
nurses, besides belonging to a professional 
organization such as the Royal College of 
Nursing, need a strong trade union, the 
inference being that, while the nurse need 
not be deprived of her snob label as a 
member of a profession, membership of a 
trade union will enable her to profit by 
‘pressure methods’ which a professional 
organization would be too‘ nice’ to adopt. 

I do not believe in such a compromise. 
The nurse should choose whether to belong 
to a professional organization or to a trade 
union, but she should have as clear an 
idea as possible of the issues involved in 
that choice. As I see it, and s 
broadly (there will always be borderline 
cases), the trade union’s chief concern is 
remuneration and working conditions for 
its members with, perhaps, second, the 
protection of standards of craftsmanship. 
I say ‘ perhaps’, for although those unions 
which cater for nurses pronounce on ques- 
tions of ‘ dilution ’, they do not appear to 
lay down any professional qualifications 
for admission to membership. The profes- 
sional organizations do make this stipula- 
tion, and although no one would deny that 
they value the importance of good pay and 
service conditions, their first objective—and 
it is no pious form of words—is, and always 
must be, service to the community, a fact 
which may explain why the majority of 
matrons feel it appropriate for their nurses 
to join a professional organization rather 
than a trade union. 

Two other points. First, a professional 
organization does not usually, and ayowedly, 
associate itself with one political party 
rather than another; I see no reason why 
the party which people vote for as indiv- 
iduals should have any connection with their 
craft organization. But if the majority of 
trade union members wish to contract out 
of the party levy, they must conquer native 
inertia and ask for the automatic deduction 
not to be made in their case. Second, com- 
petition to secure members for one organiza- 
tion or another is now so fierce that there 
is a temptation (especially where a bonus 
is awarded per member recruited) to play on 
that insidious thing, a sense of grievance— 


“You join our organization. You ought 
to be drawing danger money for that job, 
and we can get it for you.’” The encourage- 
ment of a sense of grievance is not com- 
patible with professional growth. 

I am no specialist in these matters, but, 
writing personally, I would like to put on 
record that I am glad the professional 
organizations still have a majority of seats 
on our Nurses and Midwives Functional 
Whitley Council. How long this will remain 
so depends on the nurses and midwives 
themselves, but to my mind it will be a 
sad day for nursing if this majority is lost. 

H. M. Bratr-Fisn, S.R.N. 


* * 


NALGO’s apologia (Nursing Times, 
December 5) for the article appearing in its 
journal deprecating the professional status 
of nurses does not deceive anyone. And 
the reference to its work “‘ over the past 
15 years to enhance the economic and 


-professional status of nurses ’’ prompts the 


question: what do clerical, technical and 
administrative and professional employees 
of local government, the British Electricity 
Authority, the British Gas Board, Transport 
Board, Water Board and the Health Services 
know about the nursing profession ? 

The membership of NALGO covers these 
grades of employees in six different public 
services and one would have thought that 
NALGO’s energies were sufficiently occupied 
in looking after the interests of this vast 
army, without bothering about nurses, who 
are more than capable of looking after their 
own interests and (as it must be admitted 
that they are experts in nursing affairs) are 
surely the right people as an organized body 
to be the official voice on nursing. 

NALGO cannot agree that the College is 
the representative body for nurses, and 
bases this disagreement on the existence of 
trade unions on the Nurses and Midwives 
Whitley Council, of which three have a 
membership covering domestic and manual 
workers. 

Members of the College never cease 
to be slightly amazed at the temerity 
of other organized workers professing to 
represent the nursing profession, and even 
more amazed at anumber of their own trained 
colleagues who support this view through 
membership of a union; but if a trained 
nurse for some reason feels that an organ- 
ized body of non-professional workers can 
best represent her interests, then she is 
free to learn the hard way. 

NALGO “ knows from long experience 
that nurses need a strong trade union ’’— 
what for? For free legal defence in 
matters relating to professional duties ? 
For negotiating salaries and service condi- 
tions on a Whitley Council? For regional 
and local representation on matters relating 
to salary re-gradings, extension of sick pay, 
dismissals, suspension and staff relation- 
ships? NALGO’s long experience has not 
yet taught it that professional organizations, 
whether registered as limited companies or 
incorporated by Royal Charter, do exactly 
this for their members—and more. . 

How NALGO can claim that its work 
enhances the professional status of nurses 
when its experience of the profession is 
limited to the curative and preventive 
fields in the public services is perhaps a 
question it would prefer not to answer. 
Such an enhancement can only be obtained 


for the nursing profession when the whole 
of the primary field is embraccd—the 
general trained nurses employed in hospitals 
public health, domiciliary nursing, industry, 
the Army, Navy, Air Force, the Colonial 
Service, private nursing and the missiog 
field. This is the nursing profession covered 
by the Royal College of Nursing. 

R.K. 


. 


The reply from NALGO is a classic 
example of the fundamental reason why 
nurses belong to their professional organiza. 
tion, the Royal College of Nursing, or 
appropriate affiliated body—it is because 
they believe that only nurses can really 
understand and put forward adequately 
the views of nurses. 

In case any readers should have been 
tempted to take Mr. Spoor’s remarks 
seriously, however, I would point out that 
the nursing organizations do all the work 
of a trade union and in addition they look 
after the professional aspects, therefore 
there is not only no need for a nurse to 
belong to a trade union, but it is also a 
waste of money, in this instance, because 
NALGO has repeatedly shown that it does 
not put forward the views of nurses but 
of the majority of its members regardless of 
whether these happen to be in line with 
those of nurses who form such a small 
minority of NALGO membership. If by 
any chance NALGO should happen to 
express the views of its nurse members, 
then it might have to ignore the views of 
the majority of its members who are in 
other categories of workers. It is indeed 
strange that a liaison officer of NALGO 
should show such complete lack of under- 
standing of even such a small section of its 
membership as the nurses represent, and he 
most certainly shows faulty appreciation of 
the real principles for which nurses are 
working when he writes of “ journalistic 
sport’’. We have far too much understand- 
ing of the urgency of the work which we 
nurses have to do to waste time playing 
journalistic skittles. 

CoLLEGE MEMBER 35530. 


Pension Fund for the Incurable 


The Council of the Chartered Society of 
* Queen Square ’ will shortly hold an election 
for the purpose of filling vacant pensions, 
value {20 per annum each (payable 
quarterly). These pensions are awarded to 
needy sufferers from incurable nervous 


I should be most grateful if you would 
draw. the attention of your readers to this 
forthcoming election, in the hope that they 
may have knowledge of suitable candidates 
for these pensions. 

Forms of application and further particu- 
lars may be obtained from the address below. 

H. Ewart MITCHELL, 
Secretary. 
Queen Square House, 7 
Queen Square, London, W.C.1. 


National Association of State Enrolled 
Assistant Nurses 

A limited number of Association Christ- 

mas cards (price 4d. each), are still available 

for members from the National Association 

of State Enrolled Assistant Nurses head- 

quarters, 32, Fitzroy Square, London, W.I. 


Nurs 


* 
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OBLIVON 


for ease of mind in times of stress 


such as :— 
@ before dental operation and minor surgery 

@ before examinations and interviews [ 

@ before public speaking or stage performances | 

Two capsules of OBLIVON ten minutes beforehand will | a 


bring eas¢ of mind whenever it is necessary to face an s 
ordeal requiring a calm but alert mind. 


presentation 


Sea-blue capsules containing 250 mg. methylpentynol. Containers of 4, 25 and 100, 
Sea-blue elixir containing 250 mg. methylpentynol in 4 .c. (one teaspoonful) Bottles of 25 c.c. and 100 C.C, | - 


A British Schering Preparation 


FABER BOOKS 


Practical Preparations in Common Use 
Revised and edited by 
P, J. CUNNINGHAM B.A., S.R.N., S.C.M., H.V.Cert. 


An alphabetical notebook for the use of nurses on 
the wards. First edition 1953. 4s. 6d. 


the beauty of it is... ; 


that the Milton Feeding Bottle Routine is so 
simple. Whether a mother is busy, overworked — 
or let’s face it just careless, she can still—with a 
Milton—keep baby’s bottle free from germs Z 
with very little trouble. 


A Summary of Medicine for Nurses 

R. GORDON COOKE M.D., M.R.C.S., L.R.C.P. 
An outline of medical conditions and their treatmen 
for use in revision. Second edition 1953. 6s. 


Milton 


Public Health for the Nursing Student ae 
P. CUNNINGHAM S.R.N., S.C.M., H.V.Cert. 
H. M. COUSENS S.R.N., $.C.M., R.S.C.N., H.V.Cert. 

With @ Foreword by Dr Andrew Topping, Dean of 
the London School of Hygiene and Tropical Medicine 

An introduction for the student nurse to the public 

health services and the social aspects of disease. 

- First edition 1953. 6s. 


For full particulars write to the 
Chief Bacteriologist, Milton Antiseptic Ltd 
John Milton House, London N7 


> 
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Royal College of Nursing 


Mental Nursing Conference 


In the series The Nation’s Nurses, a 
conference will be held at the Royal College 
of Nursing on January 12, 13 and 14. The 
subject for discussion will be the supply 
of nursing staff for mental hospitals and 
mental deficiency institutions, with special 
reference to the suggestions put forward 
by the Ministry of Health in their memo- 
randum on this subject (RHB (53) 54 
HMC (53) 50). The chairman of the con- 
ference will be Mr. Raymond Parmenter, 
and speakers will include representatives 
of the Ministry of Health and of those 
actively engaged in the Mental Health 
Service. 


PRELIMINARY PROGRAMME 


January 12 
Staffing: a Survey of the Existing Position. 
Speakers will examine the extent and 
causes of the present shortage, together 


with the wastage rates, and will suggest - 


possible ways of alleviating the position. 


January 13 

A Definition of Mental Nursing. In 
relation to present trends in the treatment 
of mental disorders and to the needs of 
different types of mental patients, speakers 
will discuss the scope and functions of the 
mental nurse and of other grades of staff 
who might be used in the mental field. 


January 14 
Selection, Training and Use of Personnel. 
In the light of the findings of the preceding 
days, speakers will discuss the recruitment, 
training and organization of nursing and 
auxiliary staff. 

There will be an ‘ At Home ’ for delegates 
to the conference in the Cowdray Hall on 
January 13, at 6 p.m. 

The conference fee will be £3 3s., for 
members of the Royal College of Nursing 
£2. 2s.; ‘At Home’ 8s. 6d. Application 
forms may be obtained from the Conference 
Secretary, Royal College of Nursing, 
Henrietta Place, Cavendish Square, W.1. 
The closing date for applications is 
December 21. 


Public Health Section 


QUARTERLY MEETING AND 
CONFERENCE 


A quarterly meeting and open conference 
will be held in the Assembly Room, City 
Hall, Cardiff, on Saturday, January 16, 
1954, at 10.30 a.m. 

10 a.m. Coffee. 

10.30 a.m. ' Business meeting (Section 
members only). 

12.45 p.m. Luncheon at the City Hall. 

2.15 p.m. n conference—A spects of 
Mental Health in the Public Health Field. 
Chairman: Dr. J. Greenwood Wilson, 
Medical Officer of Health, Cardiff. 
Speaker: Dr. T. J. Hennelly, Physician 


Superintendent, Whitchurch Hospital, 
Cardiff. 
4p.m. Tea. 


Will those wishing to attend the luncheon 
and/or conference please apply to Miss 


~ 


Membership forms for the College 
may be obtained from the General 
oe Royal College of Nursing, 

enrietta Place, Cavendish Square, 
rag roy or local Branch secretaries. 


M. E. Morgan, 29, Victoria Road, Barry, 
Glam., before January 9, enclosing 12s. 6d. 
for coffee, luncheon, conference and after- 
noon tea, or 4s. 6d. for the conference and 
tea, or 2s. for the conference only. 


Branch Notices 


North Western Metropolitan Branch.— 
The annual carol service by candlelight will 
be held in All Souls Church, Langham 
Place, London, W.1, (by Broadcasting 
House) on December 22 at 7 p.m. The 
collection will be for the Nurses Appeal 
Committee (Nation’s Fund for Nurses). 

Sheffield Branch.—A business meeting 
will be held at the School of Nursing, Clarke 
House, Clarke Drive, Sheffield, on Wednes- 
day, December 16, at 7 p.m., followed by 
Miss Shipley’s report of the College Confer- 
ence on the Nuffield Job Analysis Report. 


For Nurses in Industry 


There was an attendance of approximately 
100 at this year’s weekend refresher course 
for industrial nurses arranged by the Royal 
College of Nursing Education Department 
and held in London from December 4 to 7. 
A feature of the programme was the arrange- 
ment of evening visits on December 4 and 5 
to the offices of the Daily Telegraph, the 
General Post Office in St. Martin’s-le- 
Grand, and to the Tower of London for the 
ceremony of the Keys; also on the Monday 
to Tate and Lyle’s sugar refinery in Silver- 
town. Giving the inaugural address at 
the course, Dr. J. S. Spickett, chief medical 
officer, Richard Thomas and Baldwins, 
Limited, emphasized the wide scope of 
nursing in industry, saying “‘ the more you 
put into it, the bigger the job becomes ”’ 
Four extremely interesting and valuable 
lectures were given during the morning and 
afternoon sessions in the Cowdray Hall on 
Saturday, December 5, of which reports will 
be published in later issues of the Nursing 
Times. Many of those attending were past 
students of the industrial nursing course at 
the College who are now employed in firms 


‘and industrial undertakings in all parts of 


the country; a large number stayed for 
the reunion tea party held in the Cowdray 
Hall after the final lecture. 


.NURSES APPEAL 
Nation’s Fund for Nurses 


We are again able to show a most 
encouraging list of kind donations received 
this week from generous and sympathetic 


INDUSTRIAL 
NURSES’ 
COURSE 


At tea in the Cowdray 
Halil during the Week- 
end Refresher Course 
for Industrial Nurses. 
Dr.A.Austin Eagger, 
C. B. E., Medical 
Director, Slough In- 
dustrial Health Ser- 
vice, who was the 
final lecturer, is seen 
left with industrial 
nurses and past stu- 
dents of the Royal 
College of Nursing 
who attended the 
course. 
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friends, for which we are deep! 

We are also very happy to he yy « 
acknowledge many very nice parcels that 
have been sent to us for Christmas distriby. 
tion. We can assure you that these 
donations and gifts will afford very great 
pleasure to the recipients. To those of oyr 
readers who have not already given, may 
we appeal for more donations and moge 
gifts to help this good cause. 


Swansea Hospital Nursing Staff 1 
Swansea Per Mr. E. Job 
1.M.B. and D 
College Somber 30195 
General Hospital, Sunderland. 

on 

e Member 2356. For fuel 

Roya Hospital, Reading. 


Hospital Nurses’ League 
Miss M. 
Bolton Branch 

ranch (In t parcels 
Bath and District a gilt p J 
Miss A. R. Peck 
College Member 3569. Monthly donation 
Miss C. Davison. For fuel ; 
Colchester and District Branch — 
Mrs. H. Kirby 
Miss Chan Shew Rue and Miss Solomons 
Nursing Staff, Hospital. 

For Christmas ; 

Miss D. D. Price . 
Nursing — Mile End ‘Hospital 
n memory of a 10 
Miss Gaywood 10 
von. Monthly donation on 1 


College Member 36601 
ussell 

iss E. Newbegin 
Miss M. Murray 


com 


‘Monthly 


Monthly 


Seo 
— 
no 


10 


= 
5 


Miss K. L. Wheeler. Monthly donation 
Miss H. E. Mills bo 
Wigan Branch. Public Health Section oo 
Miss E. W. Porter 
Miss E. M. Bainbridge .. 1 


of 


Total £122 


We acknowledge with warmest thanks 
parcels from four anonymous donors, and 
from College Member 30195, Miss De 
Winton, Miss Mitchell, Miss King, Leeds 
Branch, Miss Keeton, Miss K. Smith, Mrs. 
Kirby, Miss Pritchard, College Member 
32975, Miss Knapp, Miss Simpson, Miss 
Macfie, Miss Ewens, Miss Adamson, Miss 
Lange, Miss Charley,‘ Miss Kell, Miss 
Bainbridge, Miss Garstang, Miss Marsden, 
Miss Diment, Mrs. Russell, and Blackpool 
and District Branch. 

Cheques should be made payable to 
Nurses Appeal Committee, Royal College 
of Nursing, and sent to the address below. 


W. SPICER, 
Secretary, N Commit Roval of 


4 
Pat 
Contributions for week ending all Me 
5 
5 
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Do 
Fo 
H 
Ke 
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Ma 
Mz 
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Queen’s Institute of District Nursing 


E following Queen’s Nurses attended 

at St. James’s Palace on December | to 
receive long service badges from their 
Patron, Queen Elizabeth the Queen Mother. 


GENERAL SUPERINTENDENT 
Merry, E. J 
SUPERINTENDENTS 
COUNTY SUPERINTENDENTS 
County NURSING OFFICERS 


SUPERINTENDENT NURSING OFFICERS 
SENIOR SUPERINTENDENTS OF HOME 


NURSING 


SUPERVISORS OF MIDWIVES AND HomE 


NURSES 
Allan, M. U., Birmingham. 


Anderson, E., Manchester (Wythenshawe). 


Beazer, G., Kincardineshire. 
B., Hampstead. 
Forber, A., Manchester (Ardwick). 
Hodgson, H,, Preston, Lancs. 
Keogh, E., Manchester (Harpurhey). 
MacDonald, F., Hertfordshire C.C. 
Magowan, E., Leeds (Holbeck). 
Mansbridge, I., Cumberland C.C. 
Parry, H. V., Anglesey C.C. 
Phillips, L., Bridgwater. 

Ratcliffe, A., Leicester. 

Reynolds, Devon C.C. 

Sanders, G., Isle of Ely C.N.A. 
Webb, M. F,, Bucks C.C, 


Welbrock, E. G., Walthamstow, Essex. 


Wickham, V., Oxford. 
AREA SUPERINTENDENTS 


ASSISTANT SUPERINTENDENTS 


Hennessey, M., Bristol. 

McNiven, A. M., Paddington. 
Petts, I. L., Bradford. 

Price, L. E., Hertfordshire. 
Thomson, J. C., Falkirk, Stirling. 
Turner, G., Surrey. 


SENIOR NURSE 
Irish, C. N., Kent. 


QUEEN'S NURSES 
Allen, L. H., Dorset. 
Avery, Mrs. H., Sussex. 
Baillie, J. G., Surrey. 
Barron, J. G., Knockando, Moray. 
Bennett, M., Co. Durham. 
Blackbourn, I., East Sussex. 
Brooks, E. M., Bristol. 
Bryce, M. J., Cambusling, Lanark. 
Bussell, I. F., Glastonbury. 
Carman, A. M., Lancashire. 
Carr, A. C., Markinch, Fife. 
Chesney, V. M., Buckinghamshire. 
Clarke, V. D., Somerset. 
Cramer, B., West Sussex. 
Crawley, P., Hampshire. 
Crickmore, N. A., Dorset. 
Davies, A. K.., Reading. 
Doubleday, G. M., Devon. 
Doyle, J., Somerset. 
Drewe, N. G., Oxford. 
Drury, Mrs. é. Lincs. (Lindsey). 
Eaton, S. J., Somerset 
Elliott, Mrs. E., Leeds. 
Ellison, A. W., ‘Somerset. 
Ellis, Mrs. J., Caernarvon. 
Evans, C., Surrey. 
Fisher. Mrs. M., Berkshire. 
Fitsall, | Berkshire. 
Foot, H. M., Wells. 
Fullerton, E.. Kent. 
Gardner, M. E., West Sussex. 


= 


to Miss — 


A GIFT to the College Christmas § 
Tree will bring happiness to an elderly g 
nurse. Please send as soon as possible @ 


Gardner, O., West Riding of Yorks. 
Gaul, E. E., Echt, Aberdeen. 
Gillespie, J., Wemyss Bay, Fife. 
Goldie, I., Baillieston, Lanark. 
Gomersall, J., West Riding of Yorks. 
Haining, B., Lancashire. 
Hattersley, Mrs. E., Lancashire. 
Haynes, E. B., Somerset. 
Higginbottom, J., Durham. 
Hockings, M., Kent. 

Holt, A., Lancashire. 

Houseman, C., West Sussex. 

Jones, A. E., Somerset. 

Kiff, M. S., West Sussex. 

Lawford, M. A., Isle of Ely. 
Layzell, E. C., Kent. 

Lewis, D. S., Brecon. 

Mackenzie, J. C., Kirkoswald, Ayr. 
McCauley, M., Donegal, Eire. 
McGillion, C., Lancashire. 
Maingay, K. E., Bristol. 

Maltman, Mrs. F., Alloa, Scotland. 
Mathews, M. H., Shropshire. 
Maule, E. B., Shropshire. 

Metters, E. H., Norfolk. 

Moscrop, D., Barrow-in-Furness. 
North, E., Lancashire. 

Nugent, F. M., Kent. 

Ogilvie, M., Bo'ness, West Lothian. 
O’Loughlin, M. J., Hampshire. 
Otter, M., Macclesfield. 

Peck, M. R., Berkshire. 

Phillipson, L., Somerset. 

Pitcher, F. L., Hastings. 

Quinn, G. J., Douglas, Isle of Man. 
Ramage, Mrs. E., Fraserburgh, Aberdeen. 
Richards, W. M., Surrey. 

Sennitt, F. M., Edgware. 

Seymour, M., Carlisle. 

Shepherd, A., Fetteresso, Kincardine. 
Shepherd, A. J., Devon. 
Stormonth, G., Scotland (headquarters). 
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Smith, M. H., Surrey. 
Smithson, Mrs. W., Yorkshire. 
Springham, C., Kent. 
Steele A. W. V., Walkerburn, Peebles. 
Wadelin, B. E., Bedford. 
Wall, E., Somerset. 
Wilkinson, J. D., Kent. 
Wright, D. H., Cheshire. 

The following have also been awarded 
long service badges but were not able to 
attend the presentation on December 1. 


SUPERINTENDENTS 
Kenny, H., Malta. 
Miller, D. G., Sutherland. 
Watkinson, M., Belfast. 

QUEEN'S NURSES 
Anderson, E., Edzell, Angus. 
Bain, C. I., Watermish, Inverness. 
Basher, E., Boston Spa, W. Riding. 
Campbell, A. G., Macduff, Banff. 
Downie, A., Fetlar, Shetland. 
Foley, C., Cahirdaniel, Kerry. 
Gibbons, M., Belfast. 
Gloyer, H. J., Aberlour, Banff. 
Griffith, S., Barmouth, Merioneth. 
Hughes, D., Morriston, Swansea. 
Johnston, J., Tighnabruaich, Argyll. 
Leighton, E., N. Riding. 
Lodge, A., W. Riding. 
Macauley, J., Troon, Ayrshire. 
Macdonald, A. M., Helensburgh, Dumbarton. 
Mackenzie, C., Shader, Ross and Cromarty. 
Macnab, J. M., Crieff, Perth. 
Macpherson, M., N. Kna — Argyll. 
Mitchell, J. G., Dallas, oray 
Powell, L., Sale, Cheshire. 
Quigley, M. E., Kilcock, Co. Kildare. 
Roberton, M. F., Rothesay. 
Shand, Mrs. A. J., Laggan. 
Smith, Mrs. L., Durham. 
Stronach, A., Keith, Banff. 
Sutherland, J., Unst, Shetland. 
Topham, M., Letchworth, Herts. 
Tracey, M. M., Cahir, Tipperary. 


State Examination Questions 
GENERAL NURSING COUNCIL FOR ENGLAND AND WALES 


Final State Examination for Sick Children’s © 
Nurses 


INFANT CARE IN HEALTH AND DISEASE, and 
MEDICAL DISEASES OF CHILDREN 


Three questions only to be answered ~ 


1. Describe the details of treatment and 
feeding of an infant in hospital suffering 
from gastro-enteritis. 

2. Describe a typical convulsion in a 
child of five years. What may be the cause? 

3. Describe the rashes found in the 
following conditions: (a) chicken pox; (bd) 
measles; (c) scarlet fever; (d) scabies. 

4. At what ages would you expect a 
normal baby to achieve the following mile- 
stones: (a) smiling; (0) sitting up; (c) grasp- 
ing; (d) walking; (e) speaking three to four 
sentences ? What are the causes of a child 
being unable to walk at 18 months ? 

5. Describe the course of a moderately 
severe case of infantile paralysis (acute 
anterior poliomyelitis). 


SURGICAL DISEASES OF CHILDREN 


Three questions only to be answered 

1. What may be the causes of prolapse 
of the rectum in a child ? What treatment 
and nursing care may be required ? 

2. Write short notes on: (a) coxa vara; 


0), hydrocele; (c) osteoma; (d) lipoma. 


What complications may arise in a 
= of fractured ribs in a child ? Describe 
the nursing care. 

4. For what purpose is atropine used in 
a children’s surgical ward ? How may it be 
used ? Mention the dosage and strength of 


the preparations used. 
5. What is a cold abscess? What 


treatment may be necessary ? 


GENERAL NURSING OF SICK CHILDREN 
Five questions only to be answered. 

1. Describe the general appearance of a 
child with high fever, and mention the 
physical and mental changes which may 
accompany this condition. In what ways 
can the nurse help to lessen the patient's 
discomfort ? 

2. Draw up a two days’ menu for a baby 
of 11 months recovering from a severe 
illness. 

3. Discuss one of the following subjects: 
(a) visitors to a children’s ward; (6) the 
benefits of occupational therapy. 

4. Enumerate the requirements for the 
examination of ears, nose and throat. 
Describe or draw each ipstrument, stating 
its use. 

5. Indicate why the following may be 
ordered and give the significance of the 
instructions in each case: (a) record of urine 
output; (b) half-hourly pulse record; (c) 

um citrate; (d) Eumydrin. 

6. Write an account of the post- 
operative care and treatment of an infant 
operated on for repair of hare lip. 

7. Describe how the nurse would prepare 
for the admission to hospital of a child of 
two years suffering from a severe laceration 
of the leg. 


The Board of Examiners by whom this 
ollows:—A. E. SaAwpay, 

L.R.C.P., F.R.C.S., R. H. Dosss, E MRCP. 

F.R.C.P., Miss O. EDWARDS, S.R Miss 

E. M. Lovety, S.R.N., R.S.C.N. 


